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EDITORIALS? 


CHIROPRACTIC INITIATIVE OF NOVEMBER 
7, 1939 (PROPOSITION NO. 2) 


Osteopathic and Chiropractic Acts of 1922.— 
The Chiropractic Act now on the California statute 
books was enacted by initiative vote of the citizenry 
in November, 1922, and at that same election the 
Osteopathic Act now in force was likewise brought 
into being. As a result, up to the present year 
3,655 chiropractors have been licensed to pursue 
their mode of practice in California—a figure 
more than twice that of the number of osteopathic 
licentiates, since only 1,795 osteopaths have been 
licensed to practice. 


It is estimated that three-fourths of all osteo- 
pathic licentiates have certificates as osteopathic 
physicians and surgeons, with legal recognition 
and rights practically equivalent to those enjoyed 
by doctors of medicine who have received their 
degrees from medical schools demanding a much 
greater amount of preliminary education and a 
more exacting professional training. 


* * * 


Lower Standards of Professional Training. 
—aAt the time the members of the chiropractic 
group sought initial recognition from the State, it 
was one of their contentions that their licentiates 
would not need the higher requirements of train- 
ing in vogue in nonsectarian medical schools, be- 
cause they intended to use their limited therapeutic 
methods on a much less number of diseases. Many 
laymen accept such an argument as reasonable, be- 
cause so few persons appreciate that the importance 
of scientific healing art practice revolves primarily 
around accuracy in diagnosis rather than on thera- 
peutic methods and agents. 


In their original pleas, too, for legal recogni- 
tion, cultists have nearly always affirmed that their 
much lower educational and professional training 
requirements were quite sufficient to permit heal- 
ing art work in the limited group of diseases to 
which they intended to confine themselves. How- 
ever, when once firmly established by law, within 
a comparatively short time they usually seek to 
break down the limitations concerning their scope 
of practice. A good example of this attitude is the 


{ Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical Associ- 
ation, are printed in the Editorial Comment column which 
follows. 
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proposed chiropractic initiative that will have a 
place on the November 7 ballot. 


* * * 


Other Evidence.—Chittenden Turner, in his 
book entitled “The Rise of Chiropractic,’ a volume 
that came off the press in 1931, states that: 

In 1908, there were probably less than ten chiropractors 
in the State (California). 


This volume also contains the interesting decla- 
ration: 


In 1925, three years after the passage of the Chiropractic 
Act, there were reported to be approximately 700 more 
chiropractors than osteopaths in California. In these three 
years, 1,142 licenses were issued to chiropractors, while in 
twenty-five years 1,160 osteopathic licenses were issued. 

This is ample evidence that the chiropractors, 
with the aid of the low standards of preliminary 
and other education, moved rapidly in placing, in 
California communities and cities, large numbers 
of graduates. Now, in 1939, it is known that almost 
4,000 chiropractors are licensed in California! 


* * * 


Proposed Chiropractic Initiative-—Comes 
now the initiative endeavor of the present year 
in which an effort will be made, on November 7, 
1939, to secure the enactment of a law that will 
greatly extend the scope of practice of chiro- 
practic. This time, the proposed law (Proposi- 
tion No. 2 on the ballot) has been drawn with 
considerable astuteness, in that many of the addi- 
tions, omissions, and modifications are either direct 
extensions of the scope of chiropractic practice or, 


indirectly, owing to the clever phraseology used in 
the drafting of the law, can possibly be so con- 
strued in later decisions by the courts. 


* * * 


Initiative Text Appeared in September Issue. 
The text of the proposed initiative appeared on 
page 211 in the September number of CALrForNIA 
AND WESTERN MEDICINE, and is worthy of care- 
ful perusal. On page 213 of the same issue will 
be found the digest of a California Appellate 
Court decision, in which the scope to chiropractic, 
under the law of 1922, was quoted in the third 
paragraph, as follows: 

The 1922 chiropractic initiative created a Board of Chiro- 


practic Examiners and provided that a license issued by 
the Board authorized the holder— 

to practice chiropractic in the State of California as taught 
in chiropractic schools or colleges; and, also, to use all 
necessary mechanical and hygienic and sanitary measures 
incident to the care of the body, but shall not authorize the 
practice of medicine, surgery, osteopathy, dentistry, or 
optometry, nor the use of any drug or medicine now or 
hereafter included in materia medica. 


Both articles should be studied by all physicians 
who have pride in their calling, and who would 
faithfully do their part as citizens in the protection 
of the public health. 

* * * 


Excerpts from the Proposed Chiropractic 
Law.—In the proposed law the significance 
of the following portions are well worth serious 
thought : 
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Section 3. Section 4 of said act (existing chiro- 
practic initiative of 1922) is hereby amended to 
read as follows: 


(b) To adopt from time to time such rules and regu- 
lations as the Board may deem proper and necessary for 
the enforcement of this act, copies of such rules and regu- 
lations to be filed with the secretary of the Board for public 
inspection. .. . 

(e) To approve every chiropractic school or college 
which complies with the provisions of this act and the rules 
and regulations of the Board. Nothing in this act shall 
prohibit the Board from withdrawing its approval of any 
chiropractic school or college after such approval has been 
granted. 

(f) To promulgate and adopt rules and regulations for 
the conduct of chiropractic schools and colleges. Each 
chiropractic school or college, in order to obtain the ap- 
proval of the Board, shall make application therefor to the 
Board in writing, and shall furnish such information re- 
garding such school or college as may be required by the 
Board. Said schools or colleges shall at all reasonable 
times permit any member of the Board or any representa- 
tive thereof to enter upon the premises of such school or 
college and to inspect the facilities and records thereof. . . . 


Section 4. Amendments to existing Section 5 
as follows: 


Sec. 5. It shall be unlawful for any person to practice 
chiropractic in this state without a license so to do. An 
applicant for a license hereunder must be not less than 
twenty-one years of age, of good moral character, and must 
submit satisfactory proof of graduation from a high school 
requiring not less than fifteen units for graduation. He 
must apply to said board at least fifteen days prior to any 
meeting thereof, upon such form and in such manner as 
the Board may provide, and the application must be ac- 
companied by a fee of twenty-five dollars. 

Except in cases herein otherwise provided for, an appli- 
cant for a license to practice chiropractic must be a gradu- 
ate of a chiropractic school or college approved by said 
board, which teaches a course of instruction of not less 
than four thousand hours in the subjects hereinafter 
enumerated in this section, extended over a period of four 
school terms of not less than nine months each. 

An applicant for a license hereunder must submit satis- 
factory proof of actual attendance during not less than 
90 per cent of the hours herein prescribed. 

For the purposes of this act, an academic “hour” shall 
be construed as a period of not less than fifty minutes. The 
hours of instruction and the subjects required of an appli- 
cant for a license to practice chiropractic, and the minimum 
of hours and courses to be taught by an approved chiro- 
practic school or college are as follows: 


Subject 
Dissection 
Histology 
Anatomy ......... ae 
DOIN Seca te cn , 
Chemistry (including fifty hours laboratory) .. 
Hygiene and sanitation ...............---............ 
Toxicology 
Physiology 
Pathology 
Physical diagnosis and analysis 
Chiropractic theory and practice 
Obstetrics 
Gynecology 
Spinography 
Biology 
Physics 
Dietetics, including endocrinology, biochemis- 
try and food chemistry 
Physical therapy and practice 


Hours 


Section 5. Amendments to existing Section 7 
as follows: 


Sec. 7. One form of certificate shall be issued by the 
Board of Chiropractic Examiners; said certificate shall be 
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designated “License to practice chiropractic,” which license 
shall authorize the holder thereof to diagnose and treat dis- 
eases, injuries, deformities or other physical or mental 
conditions of human beings, without the use of drugs and 
without in any manner severing any of the tissues of the 
human body. 


Section 8. Amendments to existing Section 13 
as follows: 


Sec. 13. Chiropractic licentiates shall observe all state 
and municipal regulations relating to the reporting of com- 
municable diseases, and shall sign birth and death certifi- 
cates and make the required reports and file them with the 
proper authorities as required by law, and such reports 
shall be accepted by the officers of the departments to which 
they are made. 


The excerpts given above show plainly how 
different is the proposed initiative, that will be on 
the November 7, 1939, ballot, from the initiative 
enacted into law in 1922. 


* * * 


On Omissions in the Proposed Initiative.— 
To what has been stated, may be added a word of 
comment on some of the omissions of certain pro- 
hibitory provisions in the 1922 act, namely, those 
denying to chiropractors the right to practice medi- 
cine, surgery, osteopathy, dentistry or optometry, 
as well as the use of any drug or medicine now or 
hereafter included in materia medica. Concerning 
this, it may be in order to quote a paragraph from 
the Appellate Court decision, above referred to: 


The defendant contended that the limiting language 
found in the Chiropractic Initiative Act that licenses issued 
thereunder shall not authorize the practice of medicine, 
surgery, osteopathy, dentistry or optometry, nor the use 
of any drug or medicine now or hereafter included in 
materia medica, was purely surplusage and should be 
wholly disregarded. This was certainly not the position 
taken by the proponents of the 1922 initiative, the Court 
pointed out, nor did the people have any such intent in 
adopting the Act, if they paid any attention to the positive 
assurance given them by the proponents, as the Court sup- 
posed they did. The defendant argued that chiropractic is 
merely a phase of medicine and surgery, and since the 
license provided by the initiative act expressly permits the 
practice of chiropractic, the limitation was repugnant to 
the grant and must be ignored. But, the Court pointed out, 
all the parts of an act must be considered together and 
meaning and effect must be given, if possible, to each and 
every part. The initiative must, then, mean something by 
its provision that a chiropractic license shall not authorize 
the practice of medicine or surgery. Obviously, it does not 
mean to prohibit what has just been expressly authorized ; 
that is, the practice of chiropractic. In view of the fact 
that the proponents of the initiative declared in 1922 that 
“the teachings and practice of chiropractic are admittedly 
different from those of medicine,” that there was no ob- 
jection to the scope of the license which a chiropractor 
could obtain under the Medical Practice Act, and that 
under the proposed initiative, chiropractors could not use 
drugs or surgery, the Court in the present case concluded 
that the words “medicine” and “surgery,” as used in the 
initiative act, were intended to continue, as to chiropractors, 
the limitations imposed on drugless healers by the Medical 
Practice Act; that is, to deny them the use of drugs and 
medical preparations and the severing or penetrating of the 
tissues of human beings. 


*x* * * 


Issues Involved Are Important to Physicians 
and Voters.—What has been written is pre- 
sented in the hope that the members of the Cali- 
fornia Medical Association will be stimulated to 
give the proposed chiropractic initiative (Propo- 
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sition No. 2) that careful study so evidently 
indicated. 

The chiropractic initiative secured its place on 
the November 7, 1939, ballot because almost 
250,000 valid signatures were attached thereto 
when it was presented to the Secretary of State 
for approval. It is not possible to foretell the total 
vote that will be cast on November 7 next, but a 
news excerpt in the press clippings column of our 
current issue states that almost 2,500,000 voters 
have been registered, and so will have the right to 
go to the polls and cast their ballots, Yes or No, 
on Proposition No. 2. To bring about the defeat 
of the chiropractic initiative, it will be necessary, 
therefore, for all voting physicians to use every 
legitimate effort to acquaint their friends and 
clients with the true nature of Proposition No. 2. 


BASIC SCIENCE LAWS 


Single and Multiple Examining Boards.—In 
the United States, if a commonwealth has only 
one licensing board that passes on the qualifi- 
cations of healing art applicants, licensure prob- 
lems may be said to be of a simpler type than those 
met with in states having more than one examining 
authority. When multiple examining boards exist, 
it means that, in addition to the predominant group 
of physicians who practice nonsectarian medicine, 
cultist groups of practitioners have grown suffi- 
ciently strong to be able to secure for themselves 
separate legal recognition. 


* * * 


Sectarian Medicine.—Cultist groups of prac- 
titioners that have come into existence in more 
recent years are quite different in their origin 
from the older sectarian divisions of homeopathic 
and eclectic practitioners. These latter, though 
they also held to more limited and more so-called 
specific therapy than regular practitioners, never- 
theless, in other respects, were in practical agree- 
ment with nonsectarian or allopathic physicians 
and surgeons as regards pathologic factors in dis- 
ease. In fact, at times, the courses of study in 
regular, homeopathic and eclectic schools, except 
in the chair of therapeutics, were not infrequently 
quite similar, the same textbooks having been used 
and the same teachings given. 


* * * 


Later Groups.—Later, appeared the newer 
cultist groups—for example, the osteopaths and 
chiropractors, who, at least in their infancy, 
stressed the empiric and specific factors both in 
etiology and pathology. 

In the propaganda to establish themselves, it is 
not to be wondered at that their pleas for recogni- 
tion should have had particular appeal to disciples 
of lesser education; also, that in order to insure 
large student bodies for their respective healing 
art schools, it was quite necessary to present the 
lure of a mediocre standard of preliminary educa- 
tion and professional training. These lesser qualifi- 
cations made it possible to have classes of students 
and graduates of considerable size. Cultist groups, 
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so fortified and with practice acts in which low 
requirements of training were required, were able 
to place in a commonwealth, in the short period of 
from five to ten years, large numbers of licentiated 
graduates. Thereafter, it became only a question 
of time when efforts would be made to extend the 
scope of their respective cultist laws. By processes 
such as these, in connection with the lax use of the 
doctorate title, it was possible, in many states, not 
only to lay the foundation for legal difficulties in 
the interpretation of the scope of sectarian healing 
art practice acts,* but also, thereby, to create confu- 
sion in the minds of many lay citizens on the rela- 
tive merits of nonsectarian or scientific, versus 
sectarian or cultist medicine. 


* * * 


Origin of Basic Science Laws.—So patent 
did some of these evils become in certain of the 
multiple examining board states, that a solution 
was sought through the enactment of basic science 
laws. 

The merit of a basic science law lies in its 
provisions demanding evidence of proper qualifi- 
cation in preliminary education—usually in studies 
deemed useful as part of the preparation of every 
practitioner of the healing art, no matter in what 
so-called school he might have become a disciple. 

The minimum education exacted in most basic 
science laws is that which is usually possessed by 
graduates of four-year high school courses, who 
have had, in addition, one year of liberal arts edu- 
cation. In basic science states, no applicant for a 
license is eligible to take his examination if he 
cannot present a qualification certificate from the 
basic science board. 

A basic science law, therefore, raises the edu- 
cational standards of cultist groups, and thus 
presumably aids in making their disciples safer 
persons to present themselves to the public as 
healing art practitioners. 

It is important that the determination of the 
qualifications of proficiency in the basic sciences 
be vested in a separate and impartial board in 
order to make certain that a basic science educa- 
tion is actually possessed. 

During the last several months, the Committee 
on Public Relations of the California Medical 
Association has been giving renewed study to a 
basic science law; and, in due time, detailed in- 
formation will be sent to the component county 
societies on the progress that has been made.* 


WOMAN’S AUXILIARY TO THE CALIFORNIA 
MEDICAL ASSOCIATION: ITS 
EFFICIENT SERVICE 


State Auxiliary Formally Organized in 1929. 
At the annual session of the California Medical 
Association held in Sacramento on Sunday, April 
29, 1928, Mrs. John C. McReynolds, president of 
the Woman’s Auxiliary to the American Medical 

* For example, in the Letters department of this issue of 


CALIFORNIA AND WESTERN MEDICINE, note a recent opinion 
of the Attorney-General of California. See page 273. 
7 In this issue, for discussion of the draft of a basic 


science law, see minutes of the Committee on Public Re- 
lations, on page 254. 
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Association, gave an address in which the estab- 
lishment of a Woman’s Auxiliary to the California 
Medical Association was urged. On Monday, 
April 30, 1928, the Council’s Report, under the 
caption, “Woman’s Auxiliary,” stated: 


The Council advocates the formation of a Woman’s 
Auxiliary to the California Medical Association. .. . 


A committee was then appointed to draw up a 
plan of organization. The Council subsequently 
turned over to a new committee the responsibility 
of establishing the auxiliary, which was done in 
Coronado at the succeeding annual session of 1929. 


* * * 


Much Progress in a Brief Ten Years.—Much 
progress has been made by the Auxiliary in the ten 
years that have elapsed, as may quickly be noted 
by an inspection of the list of county medical 
societies. Only sixteen of the component county 
units (those in italics in the list below) are not 
represented by cooperating auxiliaries. With the 
organization, at an early day, of an auxiliary in 
Sonoma County, the number of non-auxiliary so- 
cieties will be reduced to fifteen. A list of county 
auxiliaries follows: 


Alameda County Medical Association. 
Butte County Medical Society. 

Contra Costa County Medical Society. 
Fresno County Medical Society. 
Humboldt County Medical Society. 
Imperial County Medical Society. 
Inyo-Mono County Medical Society. 
Kern County Medical Society. 

Kings County Medical Society. 
Lassen-Plumas-Modoc County Medical Society. 
Los Angeles County Medical Association. 
Marin Court Medical Society. 
Mendocino-Lake County Medical Society. 
Merced County Medical Society. 
Monterey County Medical Society. 

Napa County Medical Society. 

Orange County Medical Society. 

Placer County Medical Society. 

Riverside County Medical Society. 
Sacramento Society for Medical Improvement. 
San Benito County Medical Society. 

San Bernardino County Medical Society. 
San Diego County Medical Society. 

San Francisco County Medical Society. 
San Joaquin County Medical Society. 

San Luis Obispo County Medical Society. 
San Mateo County Medical Society. 

Santa Barbara County Medical Society. 
Santa Clara County Medical Society. 
Santa Cruz County Medical Society. 
Shasta County Medical Society. 

Siskiyou County Medical Society. 

Solano County Medical Society. 

Sonoma County Medical Society. 
Stanislaus County Medical Society. 
Tehama County Medical Society. 

Tulare County Medical Society. 

Ventura County Medical Society. 
Yolo-Colusa-Glenn County Medical Society. 
Yuba-Sutter County Medical Society. 


* * & 


Every County Society Should Have an Aux- 
iliary.—In addition to the information given in 
the department set aside for the Woman’s Aux- 
iliary in the OFFICIAL JOURNAL, additional edi- 
torial and other comment has been made, from 
time to time, on the important work carried on by 
the county auxiliaries. 
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It may be in order, in considering work ahead 
on the proposed chiropractic and basic science 
legislation, to again call attention to the valuable 
services which members of a woman’s auxiliary 
are able to, and do, render. Component county 
societies that have no auxiliary are requested to 
write to the president of the Woman’s Auxiliary 
to the California Medical Association, Mrs. Fred- 
erick N. Scatena, 1400 Forty-first Street, Sacra- 
mento, or to the state chairman on organization, 
Mrs. Harry O. Hund, 1304 Grand Avenue, San 
Rafael, either of whom will be happy to aid in the 
establishment of an auxiliary unit. It would be 
much to the advantage of organized and scientific 
medicine in California if every county medical 
society also had a county auxiliary. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 254. 


EDITORIAL COMMENTt 


IMMUNOLOGIC STUDIES OF TRACHOMA 
VIRUS 


Evidence that, in monkeys, recovery from tra- 
choma is not due to the formation of circulating 
antibodies, nor to the development of a local tissue 
immunity, is currently reported by Julianelle* of 
the Oscar Johnson Institute, St. Louis, Missouri. 


In order to test the possibility of the development 
of a local tissue insusceptibility to trachoma virus, 
the St. Louis ophthalmologist inoculated the con- 
junctivas of normal monkeys with virus-containing 
grattage material of human origin, and attempted 
reinfection with similar material from two weeks 
to three months after full recovery from the first 
infection. In their initial inoculations, eye lesions 
were usually demonstrable after an incubation 
period of about twelve days, and spontaneous re- 
covery by the end of about 12.5 weeks. On re- 
inoculation the average incubation period (11.6 
days) and the average duration of the disease 
(13.1 weeks) were practically the same as in the 
initial test. No local immunity was demonstrable. 


To test the possibility that spontaneous recovery 
in monkeys is due to the formation of circulatory 
antibodies, rabbits and monkeys were given from 
eight to twelve intravenous injections with grat- 
tage material. Ten days after the last injection 
their serums were tested for viruscidal properties. 
Mixtures of these presumably immune serums and 
grattage material were incubated at 37 degrees 
centigrade for 30 to 60 minutes, and then inocu- 

7 This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invi- 
tation is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 


for publication in this department. No presentation should 
be over five hundred words in length. 


1 Julianelle, Louis A.: Am. J. Path., 15:279 (May), 1939. 
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lated into the conjunctivas of normal monkeys, con- 
trol inoculations being made with duplicate samples 
incubated with normal serums. No suggestion of 
either af increased or decreased infectivity was 
noted as a result of such neutralization tests, and 
the author concluded from such evidence that the 
trachoma virus is wholly nonantigenic for both 
rabbits and monkeys. Specific antibodies, however, 
were formed as a result of antigrattage immuni- 
zations, lysins and agglutinins for the human cells 
accompanying (or containing) the virus. But at- 
tempts to synergize or potentiate this apparently 
nonantigenic virus by the Burky technique were 
not made. 

Confirming his negative results, the St. Louis 
experimenter found that the serums of trachoma 
patients contained no demonstrable trachomacidal 
factors, as determined by similar neutralization 
tests. No attempt, however, was made to test the 
virucidal action of the patients’ leukocytes, either 
taken alone or in combination with serum. 

His conclusion, that there is in monkeys neither 
a local nor a systemic immunity in experimental 
trachoma, leaves the phenomenon of spontaneous 
recovery in this animal species wholly unexplained. 
Determination of the presumptive local enzymic, 
hormonal or cytologic factor operative in this re- 
covery may conceivably serve as a key to a success- 
ful therapy of numerous virus diseases. 

Julianelle’s work is of basic clinical interest, since 
it is such a clear-cut example of the limitations of 
current immunologic techniques. An entirely new 
method of experimental attack presumably will 
have to be devised. 

P. O. Box 51. 

W. H. Manwarine, 


Stanford University. 


CULTIVATION OF FOWL CORYZA 
“GRANULES” 


Cultivation of fowl coryza “bodies” in a cell-free 
medium, and proof of the pathogenicity of pure 
cultures of these “granules,” are currently reported 
by Nelson? of the Rockefeller Institute. This proof 
is confirmatory evidence of the existence of an 
important group of infectious agents intermedi- 
ary between bacteria and viruses—‘‘subbacteria” 
or “supraviruses” almost invariably overlooked in 
routine clinical laboratory tests. 

Three years ago Nelson? divided fowl coryza 
into two clinical types. First, there is the con- 
ventional acute type of the disease, characterized 
by an incubation period of about forty-eight hours. 
This rapid type is almost invariably associated with 
the presence of the fowl influenza bacillus, H. galli- 
narum, in the nasal discharges. Second, there is a 
much rarer, slow type of fowl coryza, in which the 
average incubation period is approximately sixteen 
days, and in which the fowl influenza bacilli are 
invariably absent. Nelson was able to carry this 
slow, nonbacterial type of the infection through 
twenty successive generations . susceptible birds 
by serial transfer of nasal discharge. 


1 Nelson, John B.: J. Exper. Med., 69:199 (Feb.), 1939. 
2 Nelson, John B.: Ibid., 63 :515; 64:1749, 1936. 
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Since there was no indication of a cultivable 
bacterium in this slow type, Nelson’s initial experi- 
ments were directed toward the possibility that the 
etiologic factor is a filterable virus. In his hands, 
however, Berkefeld filtrates of demonstrably in- 
fectious nasal exudates would not reproduce the 
disease in normal birds. 


Smears of nasal discharges from this slow type 
of the infection, however, almost invariably re- 
vealed the presence of minute, extracellular, Gram- 
negative granules, less than 0.5 micron in diameter. 
Nelson was unable to cultivate these granules on 
any routine bacteriologic culture medium. 


In order to test their viability, therefore, attempts 
were made to cultivate them on egg membranes 
and in chick embry6.mash. As many as one hun- 
dred successive subcultures of the coryza granules 
were made on egg membranes or in tissue mash, 
without appreciable loss of virulence or infectivity. 
Unlike conventional viruses, however, these gran- 
ules multiplied in| the extracellular fluids. More- 
over, it was found that the granules would multiply 
almost equally well in sterile autolysates of chick 
mash prepared by incubating, for forty-eight hours, 
Tyrode’s solution suspensions of finely minced ten- 
day embryos at 37 degrees centigrade. The faintly 
turbid supernatant fluid thus obtained could be 
heated to 100 degrees centigrade for sixty minutes, 
without destroying the essential growth factors. 
Serial transfer can be maintained indefinitely in 
this heat-inactivated, cell-free autolysate without 
appreciable loss of virulence or infectivity. 


From this evidence Nelson concludes that the 
fowl coryza granules have a closer relationship to 
bacteria than to true viruses, and that they pre- 
sumably belong to the same biologic class as the 
etiologic factor of bovine pleuropneumonia. For 
this class the generic term “Borrelomyces”*® has 
been suggested. The fowl coryza supravirus, how- 
ever, does not exhibit the pleomorphic characters 
of the pleuropneumonia submicrobe. The immuno- 
chemical relationship of the Nelson granules to 
H. gallinarum has not yet been determined. 

P. O. Box 51. 

W. H. MANwarinc, 


Stanford University. 


3 Turner, A. W.: J. Path. and Bact., 41:1, 1935. 


May I suggest, with respect to health education, that 
until we can establish some of our teaching on a more 
sound scientific foundation, we give a little less emphasis 
to personal hygiene habits—especially in our schools, teach 
the individual the importance of personal immunization, 
early medical care and diagnosis in illness, and impress 
upon him the value of community-wide environmental sani- 
tation measures. We also need another kind of health edu- 
cation—what I call “political” education—acquainting the 
public with what the health department can do, what its 
objectives are and what its achievements have been. This 
aspect of our health education program has been sadly 
neglected in many sections of the country in the past. 
There is urgent need for teaching these things—interpret- 
ing health needs and the health program to the “man on 
the street,” and the woman in the home.—Dr. C. E. Waller, 
United States Public Health Service. 
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MEDICINE IN A CHANGING WORLD* 


By Tuomas Parran, M.D.? 
Washington, D.C. 

“The truth is that medicine, professedly founded on 
observation, is as sensitive to outside influences, political, 
religious, philosophical, imaginative, as is the barometer to 
the changes of atmospheric density. Theoretically, it ought 
to go on its own straightforward inductive path, without 
regard to changes of government or to fluctuations of public 
opinion. But look a moment while I clash a few facts to- 
gether, and see if some sparks do not reveal by their light 
a close relation between the Medical Sciences and the con- 
ditions of society, and the general thought of the time.” 


HESE words of Oliver Wendell Holmes seem 
an appropriate introduction to our discussion 
of this evening. 

What are some of the facts that we can clash 
together to reveal the state of medicine in today’s 
changing world? 

First is, that in no country has there ever existed 
a more complete body of medical information, such 
a group of well-trained doctors, dentists, nurses, 
and technicians, such well equipped hospitals, such 
competent facilities and brains for medical edu- 
cation and research. 


RECENT ADVANCES IN LIFE-SAVING 
KNOWLEDGE 


In no similar period of the world’s history have 
we seen such a rapid growth of life-saving knowl- 
edge. Each year science gives us added tools with 
which to work, improves or perfects existing ones. 
Insulin against diabetes ; liver extract against per- 
nicious anemia ; a simple vaccine protecting against 
yellow fever, at least eight specific vitamins dis- 
covered, most of them chemically identified and 
synthesized, producing dramatic cures of many 
nutritional disorders and even of obscure men- 
tal states not heretofore recognized as having a 
nutritional basis; sulfanilamide bringing miracu- 
lous cures to a host of streptococcic infections, and 
curative value claimed for as many as twenty 
different infections ; and now comes sulfapyridine, 
taking the terror out of pneumonia. Through pro- 
tective immunization, diphtheria is no longer an 
important public health problem. Typhoid fever is 
being extinguished. Even certain forms of cancer 
yield readily to expert treatment by surgery and 
radiation. 

The general death rate in the United States and 
the rate for many specific preventable causes of 
death hit new lows every year. 

It is easy to be complacent as we contemplate 
such facts, but when we look a little further, what 
do we find? 


FACTS REVEALED IN RECENT STUDIES 


The very growth of medical knowledge, its com- 
petence, has caused the people to want more fully 


* Address before the California Academy of Medicine, 
San Francisco, August 26, 1939. 


+ Surgeon General, United States Public Health Service. 
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to use it for the prevention and cure of their ills. 
Despite the excellent medical equipment, both 
brains and physical facilities of the country, it is 
not being brought fully to the service of the people. 
That good medical care is not now available to a 
large portion of the population is an accepted fact. 
The findings of the National Health Survey only 
elaborated and confirmed the opinion of representa- 
tive members of the profession in the publication 
American Medicine. This in turn substantiated 
the facts and opinions adduced by the Committee 
on the Costs of Medical Care, under the chairman- 
ship of Dr. Ray Lyman Wilbur. 

Although seemingly divergent facts have been 
clashed together regarding national health, on an- 
alysis we find that they are not necessarily contra- 
dictory. In testimony before a Senate Committee 
of the Congress recently, it was stated that a partial 
tabulation of reports from good medical sources 
shows that only 40,000 people in the United States 
have been denied medical care. Other testimony 
from the National Health Survey was to the effect 
that in the present level of incomes in the United 
States there were 40,000,000 people in families 
having a total annual family income of less than 
$800. It was stated further that such people were 
unable to provide good medical care out of their 
own resources. Not all of these 40,000,000 people 
are sick and need medical care. However, in any 
one year, 20,000,000 cases of disabling illness will 
occur in this group, of which a minimum of 
8,000,000 cases will cause disability of at least a 
week’s duration. Of the total in this group who 
are sick, about 2,000,000 of the more seriously dis- 
abling illnesses will receive no medical care. 

In spite of great progress in community meas- 
ures for the prevention of disease much more 
remains to be done. There are great opportunities 
for improving health conditions and to diminish 
greatly the public and private burdens created by 
preventable sickness and disability. Less than one- 
half of the counties of the United States have even 
the nucleus of a modern health service—at least a 
full-time health officer and one or more nurses—but 
by the large they are only skeletons of the organi- 
zations which are needed if modern, preventive 
services are to be made fully available. 


COMMENTS ON SPECIAL PROBLEMS 


Although tuberculosis has declined as a cause of 
death to seventh place, in the age group 15 to 45 
years it is still the second most important cause of 
death. Approximately 420,000 persons now have 
tuberculosis in this country. To find every active 
case and to provide sanatorium care when needed 
is a major task. 

Against the venereal diseases we have made a 
substantial start during the past two years, but the 
funds as yet made available are sufficient only to 
make a beginning in this campaign against diseases 
which should be among the first of the great plagues 
to go. 

We have made progress also in reducing our loss 
of child life; yet between the several states there 
are unnecessary differences. Of every thousand 
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babies born in New Mexico or Arizona, eighty more 
of them will die than in New Jersey, Oregon, or 
Washington in the first year of life. We should 
cut in half our present loss of infant life. Science 
has shown us also that we can do the same with the 
present 11,000 annual child-bearing deaths. 

We are agreed that we have a magnificent struc- 
ture of medical knowledge. Yet last year nearly 
one-quarter of a million women did not have the 
advantage of a doctor’s care at the time of delivery. 
In one state half of all the babies dying received 
no medical care. 

Although this country leads the world in the 
number and quality of its dentists and in dental 
education and research, the vast majority of our 
population receives scanty attention, or none at all. 

We have become an industrialized nation. In- 
dustrialization has brought new health hazards. 
Each new industrial process carries a potential 
threat to the worker. Industrial workers have a 
life expectancy of eight years less than the rest of 
the population. Our best estimates are that 250,000 
persons have silicosis. Yet most states and most 
industries have barely made a start in providing 
essential industrial hygiene protection for workers. 

In spite of the beginnings of a federal state 
codperative service for crippled children, there are 
14,500 of them now on the waiting lists of official 
state agencies needing hospital care, but not receiv- 
ing it because of lack of funds to provide such care. 

In spite of statements as to the proportion of 
persons living within thirty miles of a hospital, the 
facts are that we have a real deficit in hospital beds 
in many states. Less than one-half of the states 
provide from public and private sources one bed 
per annual death from tuberculosis. The best au- 
thorities agree that at least two beds per annual 
death from tuberculosis are necessary. Measured 
in these terms we have a national deficit of nearly 
50,000 tuberculosis sanatorium beds. 


HOSPITAL NEEDS 


Although the facts are clear regarding the hospi- 
tal situation in the country, there is wide differ- 
ence of opinion concerning their interpretation. 
It has been estimated that we need an additional 
350,000 hospital beds during the next decade. On 
the other hand, it has been stated that an average 
of 195,674 beds in existing institutions are empty. 
I would point out first, that 80 to 85 per cent bed 
occupancy is considered full capacity for general 
hospitals because of the necessary division of wards 
and sections by sex, disease, etc. For example, a 
temporary surplus of beds in the obstetrical ward 
cannot be used for the care of measles or scarlet 
fever. Medical and surgical conditions cannot be 
mixed. In some areas the color division further 
complicates the problem. 

The most determining reason for empty beds, 
however, is the inability of patients to pay for 
hospital care. Irrefutable data show that the public 
hospitals, which by and large are free, are more 
than filled to capacity, while private rooms in .volun- 
tary and proprietary hospitals remain empty. There 
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is an anomalous situation, also, in the fact that in 
those areas with the lowest number of hospital beds 
per capita there is the highest percentage of un- 
used beds; lack of money, not lack of patients, 
keeps them empty. 

The National Health Program proposes to use 
public moneys, federal, state, and local, to pay for 
the care of needy patients in existing public and 
private hospitals. Every available bed in every 
hospital with decent standards would be utilized 
before more hospitals would be built. 


Even when this is done, however, there still 
remains a need in many areas. In 1,338 counties 
containing about seventeen million people there is 
no registered hospital. Obviously, each of these 
counties does not need a hospital. It is estimated, 
however, that in the whole country we do need 
about five hundred rural hospitals. Many of these 
would replace present tumble-down shacks. 


There is a wide variation among the states in 
facilities for institutional care of the mentally ill. 
We estimate that 130,000 new beds are required 
to bring all states up to the standard which the 
highest ranking fourth have met or bettered. 


In the case of local general hospitals, the number 
of available beds varies among the states from 1.3 
to 5.5 per 1,000 population. Professional judgment 
estimates that 180,000 additional beds in general 
hospitals will be required for all states to meet their 
demonstrated need. It may be true that there is 
an excess of hospital beds in some cities. The diffi- 
culty is, however, that we may not move the beds, 
and it is impracticable to move the patients over 
long distances. 


There has been built up in this country a mag- 
nificent system of church and voluntary hospitals. 
In a program of federal action in the health field, 
more, not less use of private agencies should result. 
Every bed in these approved hospitals is needed 
for the care of patients. 

Death rates alone are not a measure of national 
fitness. General death rates are low primarily be- 
cause of the saving of life in the younger age 
groups. Since 1900 there has been no increase in 
the life expectancy of persons beyond the age of 
forty. Death rates do not reveal the 100,000 cases 
of pellagra which occurred in the South last year, 
nor other widespread nutritional deficiencies. The 
recent epidemic of scurvy in Maine is an example. 
Undoubtedly, the same situation exists in many 
other states. One has but to read the records of 
medical examinations among our school children, 
the military records during the last war, the medi- 
cal records in Civilian Conservation Corps camps, 
and in industry to know that, as a nation, we are 
not physically fit. 

Nor can we afford to be complacent about past 
accomplishments in medical research and education. 
Funds for research are drying up. Income on 
endowments is down. When a pebble is dropped 
into a pond the ripples create an ever-widening 
periphery. So, too, each added fact garnered by 
patient study widens the circle of knowledge, but 
it also increases the area of contact with the un- 
known. Medical research, therefore, must grow, 
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must expand. To stand still is to regress. Huge 
opportunities lie ahead if we but have the resources, 
the freedom to seek the truth, and the will to pursue 
it. Additional public funds represent the only ap- 
parent source for needed support to medical edu- 
cation and research. 


WORLD IS CHANGING 


That the world is changing none can doubt. 
That medicine is a vital part of our social fabric 
is equally obvious. It is clear, too, that the form 
of medical practice, the extent of its use by the 
public, the ways they pay for it, even how rapidly 
its knowledge expands, depend upon public will. 
Every barometer of public interest from successive 
Gallup Polls to the resolutions of women’s clubs 
and farm bureaus, indicates a rising public demand 
for a larger share of service made possible by the 
knowledge and skill which we doctors now possess. 


OBJECTIVES IN CONSERVATION OF HEALTH 
AND LIFE 


We should be actively concerned to provide more 
and better medical care for the people and should 
be equally zealous that changes should not be made 
which will impede the continuing progress of 
medical science. Since medical science is dynamic 
it is inevitable that medical practice similarly must 
be adapted to change. Steps toward national health 
should seek not only to extend medical service, but 
vastly to improve it, and at the same time to avoid 
any revolutionary change in our present form of 
medical practice. 

To provide the diverse services which medicine 
has to offer to all the people requires additional 
money, yes; but more than money there is needed 
sound planning, an accurate determination of need 
and the integration of services at each level of 
government. Although a first step toward inte- 
gration of federal health services under one agency 
has been taken by the establishment of the Federal 
Security Agency, there still remains a large amount 
of administrative dispersion of responsibility 
among several unrelated agencies. 


FIRST STEPS 


The first step should be to codrdinate the work 
of all federal health agencies. We can never at- 
tain national health and fitness simply by making 
money grants out of several federal pockets with 
no correlation between them, no joint planning, no 
uniform standards and with diverse budgetary re- 
quirements, systems of reporting, and multiple 
field staffs dealing with states and auditing ac- 
counts. At the state and local levels, the inte- 
gration is equally necessary. More than this, the 
health program should seek better codrdination of 
public and private facilities. The provisions of 
the National Health Program should supplement, 
never duplicate, the services of private charitable 
endeavor. Public health measures for the preven- 
tion of disease merge naturally with medical serv- 
ices for the diagnosis and treatment of sickness. So 
also, should public and private facilities together 
represent a unit service to the individual and the 
family. 
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It is true that governmental effort tends to be- 
come standardized. In providing government sup- 
port for medical service, we must insure that we do 
not standardize and do not create vested interests 
which will resist future change. For example, 
under earlier voluntary health insurance schemes 
in Great Britain, duplicating, competing and ex- 
pensive insurance societies were set up which made 
it impossible later for efficient administration to 
be provided under a compulsory scheme. 


The need for flexibility and for widely different 
health programs to meet the diversity of conditions 
in various parts of the country, all provide strong 
arguments for the greatest freedom in the several 
states to develop their own programs under mini- 
mum federal safeguards, in order that we may 
learn by actual experience. 

Objection has been raised to the National Health 
Program because under it federal funds would 
assist states in providing medical care under a sys- 
tem of health insurance. The National Health Pro- 
gram does not recommend a national system of 
compulsory health insurance, nor does it require 
nor coerce the states to do so. Very wisely, I think, 
it leaves a decision as to whether or not health 
insurance, either voluntary or compulsory, should 
be adopted in any state to the state itself. Among 
other advantages of our system of government is 
the fact that it permits experimentation on a state 
basis so that through actual experience a sound 
answer can be found to vexing social problems. 

Herein lies the essential need for the united effort 
and best thought of all groups concerned with 
health in this country. In the vast kaleidoscope of 
the United States, no program for national health 
can attain its objectives without the exercise of 
democratic control at each level of government. 

The rank and file of the profession recommends 
additional public funds to pay for the care of those 
on relief and the medically needy if these funds are 
spent to provide fees to doctors in accordance with 
traditional patterns. They resist any suggestion of 
group action or any system of salary payments or 
capitation payments. 

There are those in the profession, however, 
among them some thoughtful leaders, who see in 
the progress of medical science the need for col- 
laboration between groups of doctors, preferably 
centering around a hospital in order that separate 
skills of medicine may be made available to the 
patient, and in order that, through self-discipline 
and through critical professional judgment, the 
quality of service may be enhanced. 

While I, personally, believe that evolution in 
medical practice is as inevitable as in its science, 
it does not seem wise for the governments—fed- 
eral, state, and local—to use the influence inherent 
in public expenditures to bring about rapid changes 
in traditional patterns of medical practice. Mini- 
mum standards of competency must be enforced, 
of course; but at most the Government should 
do no more than to accelerate obviously desirable 
trends, both in the science and practice of medicine. 

In the administration of health and medical serv- 
ice there are many highly technical problems. It 
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should be obvious that for sound progress medical 
direction is needed. 


There are those, however, in the social welfare 
and labor groups who look upon medicine as a 
tool to be used by social welfare and social in- 
surance administrators. They distrust what they 
term “medical control” and ask that there be public 
control. Sound progress toward national health 
cannot be made unless those directing it have expert 
biological, medical, and public health knowledge. 
Health legislation pending in the Congress does 
not recognize this basic fact. On the contrary, it 
further disperses federal health activities by set- 
ting up a new medical agency in the Social Security 
Board. 

There must be codrdinated administration, sound 
planning of state and local programs in advance 
of action, to guard against the pressure of federal 
funds to be spent before the states and localities 
have trained, competent personnel. Advising both 
the state and federal governments there should be 
a continuing body of experts. In developing pro- 
fessional policies the objective should be to provide 
in every locality a unified health and medical care 
service. 

We need to do more than to protect against the 
hazard.of sickness and to ameliorate its effects. 
Health security is not enough. We must have it, 
but we must have also a fuller measure of health 
opportunity. We need to build in America a race 
of people more physically fit, better nourished, pos- 
sessing those dynamic physical qualities necessary 
to competence, to joy in life and living, and to the 
maximum attainment of mental and spiritual de- 
velopment. 


HOW THE NATIONAL HEALTH PROGRAM CAN AID 


The National Health Program represents the 
most comprehensive approach ever made toward 
solving the diverse and serious problems retarding 
our nation’s health. It is the logical outgrowth of 
the first steps toward national health made possible 
by the Social Security Act, the National Cancer 
Act, and the Venereal Disease Act. 


Its first objective is to reduce drastically the 
volume of sickness and ill health by making avail- 
able to all areas and groups of the population need- 
ing service the proved methods of prevention— 
prevention of deaths of mothers and babies; a 
nation-wide attack on tuberculosis and venereal 
disease ; promotion of industrial hygiene; the use 
of proved methods to lessen the burden of mental 
illness ; the practical eradication of malaria which 
lays such a heavy burden upon large areas of the 
South. Pellagra and hookworm disease should go, 
completely. Pneumonia should be curbed with 
serum and simple chemicals. National nutrition 
should be enhanced. 

The modern doctor needs increasingly the facili- 
ties best supplied by hospitals. As a second ob- 
jective, the National Health Program, therefore, 
provides aid for the construction and maintenance 
of hospitals, though only where needed; and for 
the support of existing hospitals, public, church, 
and voluntary, alike. Aid also would be given to 
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construct diagnostic and health centers in sparsely 
settled areas to provide for rural doctors the re- 
sources of modern medicine, the workshops they 
need, which, in addition, would serve as centers 
for rural public health work. 


The third objective is to reduce disability and 
lengthen life by more prompt and adequate medical 
care of the sick. A large volume of disability re- 
sults from diseases which are not yet preventable ; 
in illness due to these causes, competent medical 
treatment constitutes our sole resource to amelio- 
rate suffering, to reduce disability and promote 
recovery. 

Fourth, through temporary disability insurance, 
indirect health protection would be extended to 
the worker and his family by compensation for 
wages lost through sickness and accident. 

Finally, and of much importance, greater federal 
effort is proposed to aid medical education to insure 
for the next generation well-trained doctors. Aid 
is proposed also for medical research that we may 
learn how to prevent and cure diseases not now 
controllable. 


WHAT THE NATIONAL HEALTH PROGRAM 
DOES NOT PROPOSE TO DO 


It is not proposed that the health and medical 
services of the country be operated by the Federal 
Government. The widest latitude would be left to 
the states in developing procedures and policies 
best adapted to their own needs. It is proposed 
that the Federal Government give grants-in-aid for 
health and medical care, to vary with the needs; 
the poorer states and the most needy communities 
receiving the larger proportion. 

No statistical study is needed to convince you 
that disease begets poverty, and poverty, in turn, 
creates fresh disease; that, in good times and bad, 
sickness is an important factor in bringing self- 
supporting families to destitution ; that among the 
various causes of poverty, sickness is the most easily 
preventable. Medicine, therefore, should take the 
lead in interrupting this vicious downward spiral. 
To do our part we need not wait for the econo- 
mists to show us the way toward a higher wage for 
the masses. 

Enough is known of the medical and health needs 
of the nation to begin constructively to do some- 
thing about them now. There is little disagreement 
as to the objectives or as to the inevitability of 
national health action. There is, however, lack of 
agreement as to the extent of federal control and 
of federal participation. On each of these points 
[ have a very definite personal opinion. 


RELATIONSHIP OF FEDERAL, STATE, AND LOCAL 
HEALTH PROGRAMS 


How far should the Federal Government go in 
exercising control over state and local health pro- 


grams? There need to be established minimum 
safeguards for the expenditure of federal funds 
which insure not only honesty, but thrift of ad- 
ministration. 

The proportion of federal aid should not be uni- 
form among all the states. The greatest help should 
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be given where the greatest need exists. The rate 
of federal appropriation should not be in excess of 
the ability of a state to provide competent per- 
sonnel, appointed on a merit basis, sound methods 
of administration, insuring effective service of high 
quality. The whole problem cannot be met over- 
night. It should be developed on an evolutionary 
basis with increasing appropriations as determined 
by the needs which are shown to exist from year 
to year. 

By the very growth and competence of medical 
science, the complexity, and, therefore, the costs of 
good medical care have increased beyond the reach 
of persons otherwise self-sustaining. Moreover, 
we cannot tell when or how the blunderbuss of 
illness will strike. Its severity, its duration, its 
costs, are unpredictable. One must use, therefore, 
a different yardstick in measuring the needs of 
people for medical care than that used in measuring 
their needs for food and shelter. 

Our first task is to minimize the risk of illness, 
to reduce the amount. This is more important than 
spreading the costs of medical care. Yet I believe 
that group payment of the cost of medical care for 
the self-supporting low-income group of the popu- 
lation, through taxation or insurance, or both, is 
an important factor in any complete national health 
program. 

IN CONCLUSION 


These, then, are some of the problems and oppor- 
tunities which I see for medicine in this changing 
world. I agree with Dr. Oliver Wendell Holmes. 
Medicine cannot function in a vacuum. It is in- 
creasingly an essential part of our social order. 
That it will be responsive to the people’s will is 
inevitable in a democratic system. What we are 
discussing is no academic problem; health has be- 
come a people’s cause, a people’s fight for life. We 
delude ourselves if we minimize its dynamic force, 
its tremendous vitality. 


The people know the great treasures which medi- 
cal science possesses for their use. They ask that 
we protect them against the hazards of sickness and 
ameliorate its effects. They ask also for a fuller 
measure of health opportunity. They know that 
medical science, untrammeled, free, and steadily 
encouraged, can bring this nation to a level of 
healthfulness far beyond anything we have ever 
known. Vastly improved national nutrition, better 
housing, recreation, physical and health education, 
all have an essential place if we are to give the 
American family the best opportunity for health. 
That we shall attain these objectives I have no 
doubt. 


Your ancestors migrated to this west coast and 
hewed out a great empire from the riches of its 
mines, its forests, its soil. We are told that this 
frontier is gone. But another equally rich, more 
challenging frontier confronts us. It is the fron- 
tier of science, and the limitless energy of the 
human spirit. In one sector alone, medical science, 
are hidden untold treasures if we but explore it 
promptly, exploit it wisely, put it to work now for 
the use of all. 

United States Public Health Service. 
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BOXER’S HEMORRHAGE* 


By Jesse L. Carr, M. D. 
AND 
A. M. Moopy, M. D. 
San Francisco 


Discussion by Walter F. Schaller, M.D., San Fran- 
cisco; Edmund J. Morrissey, M.D., San Francisco. 


ULTIPLE petechial hemorrhages associated 

with trauma of the brain have frequently been 
observed and reported, both in experimental ani- 
mals and in man during the past five decades. 
Jakob,’ in repeating Schmaus’* work, produced 
petechial hemorrhage in the brain and cord of rab- 
bits and monkeys by subjecting the animals to minor 
blows which were designed to produce only con- 
cussion. He did not believe that these capillary 
hemorrhages were the result of contusion directly, 
but that they were only secondary to glial degenera- 
tion following concussion and its sequences. That 
petechial hemorrhage in the brain will follow 
concussion alone, without contusion of the brain 
substance, has also been reported by Ricker* and 
Cassasa.* The latter encountered five instances of 
multiple traumatic cerebral hemorrhage without 
associated fracture of the skull, and he attributed 
the bleeding to sudden overfilling of the perivascu- 
lar spaces with cerebrospinal fluid, which, in turn, 
produced laceration of the vessels by tearing their 
walls in the neighborhood of the fibrillary attach- 
ments to the surrounding brain tissue. Osnato and 
Giliberti® reported a case of fatal injury of the 
brain in which the period of survival was thirty-six 
hours, and there was no fracture of the skull. They 
found petechial hemorrhages scattered through the 
centrum ovale, the corpus callosum and pons. Mart- 
land and Beling,® following Cassasa’s theory, re- 
ported twenty-three instances of multiple deep 
hemorrhages in 309 cases in man, in which the out- 
come was fatal. In nine of these cases petechial 
hemorrhages were found. Winkelman and Eckel? 
reported seven cases of severe injury of the head in 
which there was microscopic study of the brain, 
and announced petechial hemorrhages in five of 
these. These authors did not commit themselves 
definitely as to the nature of the traumatic petechiae. 
Rand and Courville® studied the brain fibers and 
the glial reaction in relationship to petechiae. End- 
bulbs, corkscrew twisting and fragmentation of 
nerve fibers surrounded these hemorrhages. In the 
smaller hemorrhages there was no noticeable 
change in the glia, but in the larger hemorrhages 
regressive changes were produced by compression, 
local ischemia and softening, leaving a small, cyst- 
like space surrounded by more or less active prolif- 
erating glia. Glial rings were thus produced. 
Schaller® and his coworkers published a series of 
examinations on the human brain and experiments 
on the albino rat, through which they found deep 


* From the pathological departments of the University of 
California Division of the 
St. Francis Hospital, 
Office. 

Read before the Section on Pathology and Bacteriology 
of the California Medical Association at the sixty-eighth 
annual session, Del Monte, May 1-4, 1939. 
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petechial hemorrhages present commonly, but did 
not believe that the mechanism of the ordinary 
forms was satisfactorily explained by traumatic 
tearing of the vessel. They concluded that deep 
traumatic petechiae were dependent chiefly on the 
effects of vasomotor concussion, causing vasodila- 
tation, prestasis, anoxemia, impairment of the walls 
of the vessels, diapedesis and perivascular hemor- 
rhage. Petechial hemorrhages are also known to 
follow not only indirect mechanisms of the sorts 
described above, but to occur as a sequence to con- 
tusion or bruising; this term being preserved for 
lesions produced at the instant of trauma and not 
confused with concussion in which the sequences 
require some time to develop. Gonzales, Vance and 
Helper? have found multiple small hemorrhages of 
petechial size associated with violence producing a 
sudden jarring of the head, but still not of sufficient 
moment to cause a fracture of the skull. They indi- 
cate that in these cases the brain is made to oscillate, 
and contuses itself against the skull and the differ- 
ent reflections of the dura like the falx cerebri and 
tentorium. For example, they have found multiple 
hemorrhages produced in the brain stem after an 
impact in the region of the parietal boss. They be- 
lieve that such a movement causes the pons and 
cerebral peduncles to be injured against the sharp 
edges of the tentorium, sometimes to the point of 
complete laceration. On the other hand, the impacts 
against the lateral frontal region were observed to 
produce hemorrhages in the white matter of the 
frontal lobes, and in the basal nuclei. They found 
the corpus callosum could be involved by impacts 
over the frontal region in anteroposterior direc- 
tion, causing that structure to be contused or com- 
pletely severed by the sharp edge of the falx cerebri. 
In some instances they believe the oscillation of the 
brain inside the skull might give rise to punctate 
hemorrhages throughout both the grey and the 
white matter of the cerebral hemisphere. In 1931, 
Moody*! reported a series of contusion hemor- 
rhages of the brain in which, out of seventy-eight 
brains examined and showing varying degrees of 
contusion and hemorrhage, only forty-two were 


_ taken from dead persons who had fracture of the 


skull, and several had no evidence of injury to the 
scalp or pericranial tissue. In collecting his series 
at that time, one case was encountered occurring 
in a boxer where, following a severe beating, the 
individual died and at autopsy showed scattered, 
small, contusion-like hemorrhages in the cortex, 
cerebellum and stem. In the ensuing eight years 
we have collected a series of three more cases of 
contusion hemorrhages of the brain occurring in 
the stem in which there was no fracture of the 
skull, and no injury elsewhere in the brain, either 
cerebral or cerebellar. 


REPORT OF CASES 


CasE 1.—The patient was engaged in a professional box- 
ing match in Oakland, California, the evening of August 26, 
1930. At 10:15 o’clock, during the second round of the en- 
counter, he was struck, apparently on the jaw, and knocked 
to the canvas. He arose after a short interval and was able 
to continue and finish the round. During the following two 
rounds he seemed somewhat dazed and to have lost some co- 
ordination, but he managed to survive the two rounds suc- 
cessfully. All this time, however, his head was struck re- 
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peatedly by his opponent, rocking it back and forth and 
from side to side. In the fifth round he was again struck a 
sharp blow, which apparently caused a momentary loss of 
consciousness, and he turned clinging to the rope. At this 
point he was struck again sharply from behind just below 
the occiput, forcing his chin down suddenly and abruptly 
upon his chest. He slumped upon the ropes and hung there, 
receiving several more blows before the referee disengaged 
his opponent. He was carried from the ring, but failed to 
regain consciousness in his dressing room, so was taken to 
the hospital that night. The patient remained unconscious, 
moving occasionally during the night and the next morning, 
and, while preparations were being made to examine him, 
he died at 11:35 a. m. 


AUTOPSY REPORT: 


The necropsy showed a normal young, white male in an 
excellent state of development. Because of the normal 
character of the body, excepting the central nervous system, 
the general autopsy protocol is omitted here. In the central 
nervous system, however, there was considerable edema, 
both of the leptomeninges and of the brain. There were 
scattered small, contusion-like hemorrhages here and there 
beneath the cortex of the frontal, occipital and parietal 
lobes, and rather marked hemorrhages of a similar type in 
the brain stem extending from the base into the medulla. 
There was no evidence of disease in the blood vessels. The 
cerebellum also contained scattered small hemorrhages. 
Histological examination corroborated the gross appear- 
ance, and a diagnosis was made of subpial intracerebral 
and pontine hemorrhages with the characteristics of those 
which occur as the result of indirect violence. 


e ve oe 


Case 2.—On June 28, 1933, the patient was engaged in a 
professional fight in Reno, Nevada. During the third round 
of the fight he was knocked unconscious for ten or fifteen 
seconds by a sharp blow on the head. After being counted 
out, he got up and walked to his corner of the ring, seeming 
at this time to be normal. Two days later, on July 1, while 
sitting about in the evening, and after a few premonitory 
groans, he suddenly lost consciousness. He was taken to the 
hospital immediately, in a deep stupor; and upon entry, 
there was no response to painful stimuli. The reflexes were 
about equal on both sides, possibly a little more active on 
the left. There was a bilateral Babinski, a bilateral ankle 
clonus which was better sustained on the left than on the 
right, and both pupils were dilated and fixed. There was a 
slight muscular resistance in the left leg. All superficial 
reflexes were absent. The Kernig was suggestive on both 
sides, but there was no neck stiffness. The patient had alter- 
nating periods of restlessness and deep stupor, with respira- 
tions irregular and varying, with the periods of restlessness 
from 30 down to 8 per minute. The pulse was regular, but 
varied in rate with the respiration from 20 up to 48. A 
spinal tap was done, with release of frankly bloody fluid 
under a pressure of 198 millimeters of water. About 15 
cubic centimeters were removed, following which the pres- 
sure dropped to 100 millimeters. The Queckenstedt was 
normal. Physical examination was otherwise normal. The 
patient was given artificial and pump respiration to relieve 
the respiratory stridor, oxygen inhalation, 100 cubic centi- 
meters of 50 per cent glucose intravenously, and finally 
placed in a Drinker respirator in an effort to stabilize the 
respiration and pulse rate. On July 2, four days after in- 
jury, a right frontal craniotomy was done without anes- 
thesia. At this time the patient’s pulse could not be ob- 
tained, and his respiration was carried on solely by the 
Drinker respirator. When the dura was opened, no pulsa- 
tions could be seen and the brain did not tend to herniate 
through the dural opening. There was some blood imme- 
diately beneath the dura which seemed to be just coagu- 
lating. At this stage in the operation it was evident that the 
patient was dead, and no attempt was made to clean out 
what appeared to be hematoma. The incision was closed 
with a single row of dermal sutures. 


AUTOPSY REPORT: 


The subject was a young Filipino male in an excellent 
state of nutrition and development. The body was normal, 
excepting for the head and central nervous system, and for 
this reason the general protocol is omitted. 
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Fig. 1.—Central hemorrhage in the pons. 


There was a small, shaved area in the right frontal re- 
gion, where a horizontal incision had been made. There was 
a burr hole directly beneath this incision, through which the 
brain could be seen. The dura had been incised. There was 
a little blood in the opening. Upon lifting off the cranial 
cap, a very edematous brain was seen, which was stained 
with blood about the burr hole, apparently from the sur- 
gery. No subdural hematoma was seen. The brain was 
symmetrical, the convolutions were flat, and the sulci were 
shallow. The vascular arrangement was normal at the base, 
and sections through the cerebrum showed normal, sym- 
metrical, undilated ventricles lined with a smooth ependyma. 
Upon making a longitudinal cut through the stem, fresh 
hemorrhage was seen arising from several small areas of 
contusions in the pons and dissecting through the adjacent 
structure into the medulla (Fig. 1). Blood had passed from 
these contusions into the fourth ventricle and down the 
spinal canal. 

Microscopic sections showed a definite edema of both 
the brain and leptomeninges. The circulatory channels 
were congested. No areas of hemorrhage or degeneration 
were found in the cerebrum or cerebellum, but in the pons 
there was an area of fresh bleeding about which was con- 
tusion. Adjacent to this larger area of hemorrhage were 
many small spots of petechial bleeding. 


 F 


Case 3.—The patient was a middle-aged, white woman 
who for some time had been living under an assumed name 
with a man, as husband and wife. The two had been drink- 
ing, and on the evening before the patient came into the 
hospital there was some altercation between them, wherein 
the woman was rather severely beaten about the head. The 
patient became unconscious shortly after receiving the 
blows and remained upon the bed until the following after- 
noon, when she was brought to the San Francisco Hospital 
in a still unconscious condition. Her breathing at this time 
was stertorous, rapid and regular, and the pulse was very 
thready and rapid, though regular. There were several 
bruises over both eyelids, which were swollen shut, and 
there was a depressed area over the left zygoma. No abra- 
sions were found on the scalp. On entering the hospital the 
patient’s temperature was 104.5° F., the pulse was 128, and 
the respiration 52. The blood pressure at this time was 
100/70. During the first hour on the ward the blood pres- 


sure fell rapidly, and at 4:30 p. m., one hour after entry, 
it was 80/65. 


PHYSICAL EXAMINATION: 


No lacerations were found on the scalp. Both eyelids 
were swollen shut and were ecchymotic. The pupils were 
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Forward 'position 


Fig. 2.—Schematic diagram of head movements showingaccentuated flexion of the brain stem. 


fixed in contraction and there was no response to light. The 
conjunctivae were clear. The ears and nose were normal. 
There was dried blood on the lips and the saliva was also 
stained a dark red. There was a depression over the left 
zygoma in the outer half, with swelling of the tissue about 
that region. The neck was not remarkable. The thorax 
showed a fair development, was symmetrical, and well 
formed. There were no areas of dullness in the lungs to 
percussion, and no rales in the lungs. There were, how- 
ever, numerous rattling tracheal sounds. The heart was 
not enlarged, the pulse was thready but rapid, and the heart 
sounds were muffled by the rattling in the trachea. The 
tones were of poor quality and the apex beat was in the 
fifth interspace. The abdomen was soft and flaccid, and 
striae gravidarum were present. There was an old scar in 
the midline in the infraumbilical region, but there were no 
recent abrasions or evidences of injury to the abdomen or 
the vertebral column. The extremeties were flaccid, as was 
all of the musculature of the body, and no reflexes could 
be obtained. A lumbar puncture showed a fluid that was 
slightly turbid and a little bloody. The pressure was 130 
millimeters of water, 140 millimeters at the left jugular 
compression, 170 millimeters at the right jugular com- 
pression, and 190 millimeters upon compressing both veins. 
The Pandy was 3 plus. There were no white cells in the 
count and only a few red blood cells were found. Examina- 
tion of the catherized urine specimen showed a 2-plus 
sugar, 2-plus acetone, a few fine and coarsely granular 
casts, no albumin, 6 to 10 pus cells/HDF and a specific 
gravity of 1,025. The peripheral blood count was normal. 
Two hours after entry, at 5:55 p. m., the patient died. 


AUTOPSY REPORT: 


The subject was a white, middle-aged female in a good 
state of nutrition. External examination showed the physi- 
cal markings of contusion and depression noted in the his- 
tory. Excepting for congestion of the lungs and a moderate 
fatty infiltration of the liver, the viscera were all normal, 
and the general protocol is omitted here. 

Examination of the central nervous system, however, 
revealed a brain which weighed 1,400 grams and which 
measured 18x17x10 centimeters. There was a diffuse 
edema, especially at the vertex, with flattening of the con- 
volutions. The hemispheres were symmetrical and there 
was a moderate edema of the leptomeninges. No areas of 
contusion, laceration or hemorrhage were seen on the sur- 
face of the brain, and section through the brain showed 
normal, symmetrical, undilated ventricles lined with smooth 
ependymae, excepting in the fourth ventricle where the 
ependymal lining was distinctly granular. Section through 
the brain stem showed a single area of fresh hemorrhage, 
7 millimeters in diameter, in the pons, 3 millimeters above 
the middle of the aqueduct of Sylvius. Microscopic sections 
of the brain showed a general edema with some vacuoliza- 
tion and zones of shrinkage around the pyramidal cells. In 


the stem, tiny fine points of contusion were seen where there 
had been fresh hemorrhage. There were no evidences of 
old degeneration or injury. 


SUMMARY 


These three reports introduce hemorrhages in 
the brain stem which followed severe beating of the 
subject, with the individual at least in the terminal 
stages of the beating only partially conscious or, in 
the boxing sense, “out on his feet.” At such a time 
the musculature is more relaxed than normal, and 
muscle tone is definitely decreased. The motion of 
the head upon the cervical vertebrae is more pro- 
nounced than during the usual state, and more acute 
angulation of the brain stem is possible upon flexion 
and extension of the head (Fig. 2). Because these 
first three cases which we encountered have oc- 
curred in connection with fisticuffs of some nature, 
the specific and limited injury is regarded as peculiar 
to boxers or fighters—to those people who are in- 
voluntarily beaten, or to others where the type of 
injury causes acute angulation, and pinching of the 
pons and medulla over the tentorium. The term 
“Boxer’s Hemorrhage,” therefore, is suggested for 
these injuries. 

University of California Hospital. 

St. Francis Hospital. 
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DISCUSSION 


Watrter F. ScHALLER, M.D. (909 Hyde Street, San 
Francisco).—Brain-stem hemorrhages, especially pontile 
hemorrhages following trauma, have been difficult to ex- 
plain because of the excellent protection of this region 
of the brain, lying deep-seated and resting on the water 
cushion of the basal cisterna. These hemorrhages have 
been regarded as venous in origin, due to stasis and subse- 
quent rupture of an impaired vessel wall. The stasis has 
been explained by thrombosis of larger vessels, as the veins 
of Galen or the venz striz terminalis, to which the rup- 
tured one is contributory, or by the mechanism of local 
vasodilatation and stasis. These explanations receive sup- 
port from the fact that hemorrhages quite similar to those 
following trauma occur in inflammatory conditions, and 
also in secondary to nontraumatic vascular lesions above 
the tentorium. 

The mechanistic explanation of the authors is seductive, 
and an effort might be made to reproduce these lesions by 
animal experimentation. It is interesting to note in the 
article of Kernohan and Woltman on “Incisura of the Crus 
Due to Contralateral Brain Tumor,” Archives of Neu- 
rology and Psychiatry, February, 1929, that the grooves 
caused by the pressure of the tentorium are often associated 
with petechial hemorrhages, as described by the authors. 
I have maintained (Archives of Neurology and Psychiatry, 
June, July, 1933) that there is no true shifting of pos- 
terior fossa contents in the mechanism of hernia into the 
foramen magnum, for example, as following lumbar punc- 
ture. However, the “pinching” described by the authors 
may be quite a different mechanism. Case 2 of the authors, 
because of the considerable interval of apparent normalcy 
after trauma (two days), is somewhat difficult to reconcile 
with a hemorrhage from acute angulation. 

Before full acceptance of this theory several objections 
must be satisfactorily explained, namely, interval hemor- 
rhage, the lack of occurrence or constancy in extreme 
cervical displacement—as in diving accidents—and the ab- 
sence of any other demonstrable evidence of pinching, such 
as necrosis, laceration, or deformity. 


c 


EpmMuND J. Morrissey, M.D. (909 Hyde Street, San 
Francisco.—The autopsy findings reported by Doctors 
Carr and Moody, of petechial hemorrhages localized espe- 
cially to the brain stem, are extremely interesting and valu- 
able. They offer an excellent explanation for the variety 
of symptoms and neurologic findings noted in boxers who 
have survived several severe beatings in the prize ring, 
often referred to under the unauthorized but popular term, 
“punch drunk.” The two-day, symptom-free interval in 
Case 2 would indicate delayed hemorrhages. 

Although these petechial hemorrhages of the brain stem, 
as pointed out, are rather characteristic of the cerebral 
trauma resulting from blows about the head received during 
fistic encounters, they do occur in other types of head in- 
juries, and, therefore, the advisability of introducing the 
term “boxer’s hemorrhage” might be questioned. 
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INTRASPINAL PROTRUSIONS OF THE 
INTERVERTEBRAL DISCS: 
ROENTGENOGRAPHIC FINDINGS* 


By Kenneth S. Davis, M.D. 
Los Angeles 


Discussion by Carl W. Rand, M. D., Los Angeles; L. H. 
oer M. D., San Francisco; John B. Doyle, M. D., Los 
Angeles. 


IXTER and Barr, in 1934, were the first to 

call attention to the importance of intraspinal 
protrusions of the intervertebral discs in relation 
to sciatica and low-back pain. Prior to their report 
the incidence of protruded discs in the lumbar re- 
gion was not often recognized, the majority of the 
reported cases occurring in the cervical region. 
Their investigation of this condition at the Massa- 
chusetts General Hospital, together with the re- 
ports by Mixter and Ayer, Hampton and Robinson 
and Love and Camp, proved conclusively that these 
lesions were ruptures of portions of the interverte- 
bral discs and the nucleus pulposus into the spinal 
canal, similar to the posterior protrusions of the 
nucleus pulposus which Schmorl described and 
termed “posterior Schmorl’s notch.” 

The clinical and surgical diagnosis of chon- 
dromas, enchondromas, ecchondroses, extradural 
fibrocartilagenous masses, etc., of which Mixter 
and Ayer in 1935 found forty-seven cases reported 
in the literature, undoubtedly represent a similar 
pathologic process. 


ROENTGEN DIAGNOSIS 


The roentgenographic signs of intraspinal pro- 
trusions of the intervertebral discs may be classi- 
fied as direct and indirect. The direct signs, when 
present, are of questionable value and do not justify 
one in making a positive diagnosis. Hampton and 
Robinson, also Love and Camp, in an analysis of 
a large series of proved cases of protruded discs, 
found approximately 40 per cent of their routine 
spine roentgenograms entirely negative or without 
any significant changes being present. 


NARROWED INTERVERTEBRAL JOINT SPACE 


In Camp’s series of fifty proved cases of pro- 
truded discs, narrowing of the intervertebral space 
was found in twenty-seven instances ; but in nine- 
teen of these the narrowed disc occurred at a differ- 
ent level than the site of the lesion as found at 
operation. 

Both Love and Camp, and Hampton and Robin- 
son, found that the intervertebral spaces between 
the fourth and fifth lumbar, and the fifth lumbar 
and upper sacral segment, were the most frequently 
narrowed, these also being the levels at which the 
majority of intraspinal protrusions occur. How- 
ever, when you take into consideration the fact that 
narrowing of these interspaces occurs with greater 
frequency than elsewhere in the spine, the con- 
clusion must be that there is no dependable and 
consistent relationship between a narrowed inter- 

* Read before the Industrial Medicine and Surgery Section 


of the California Medical Association at the sixty-seventh 
annual session, Pasadena, May 9-12, 1938. 
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Fig. la 


Figs. 1 and la.—Normal filling of the lower lumbar subarachnoid space after introduction of 5 c.c. of lipiodol. 


Note the pouch-like projections on the lateral margins of the lipiodol column. 


nerve roots leave the dural sac. 


These mark the point at which the 


Fig. 2.—Filling defect produced by intraspinal protrusion of the intervertebral disc between the third and fourth 


lumbar vertebrae. 


vertebral joint space and the presence of a pro- 
truded disc at the same level. 


HYPERTROPHIC CHANGES 


Hypertrophic lipping at the margins of the 
articular surfaces of the intervertebral spaces oc- 
curs with such a relative frequency that its signifi- 
cance in the direct localization of protruded discs 
is of very questionable value. As a general rule 
the process is not localized to a single interverte- 
bral space. However, in one instance in our series 
of cases there was noted hypertrophic lipping on 
the posterior margins of a narrowed interspace ; 
this interspace being the site of a protruded disc on 
surgical exploration. 


POSTURAL SCOLIOSIS 


Postural scoliosis and loss of the usual lordotic 
curve of the lumbar spine are frequently associ- 
ated with this condition. These findings are of 
little clinical significance since they occur with such 
relative frequency in other conditions as sacro- 
iliac strain and sciatica. 


COMPRESSION FRACTURES 


The association of compression fractures of the 
vertebral bodies with protruded discs is a very in- 
frequent one. In Love and Camp’s series of cases 
this occurred in only three instances; in two of 
these the protruded disc was quite remote from 
the level of the compression fracture. For this 
reason the diagnosis of fracture will not indicate 
the site of the protrusion, except in a very small 
percentage of cases. 


SCH MORL’S NODES OR NOTCHES 


The typical prolapse of the nucleus pulposus 
tissue through the intervertebral cartilage into the 
spongiosa of the vertebral body is of infrequent 
occurrence, and so far no one has demonstrated 
the association of this condition with posterior pro- 
trusions of the intervertebral discs. 


AIR MYELOGRAPHY 


Young and Scott have reported a series of thir- 
teen cases in which subarachnoid injections of air 
have been used instead of lipiodol in the roentgen 
visualization of tumors and herniations of the carti- 
lagenous discs in the spinal canal. In all of these 
cases the roentgenographic evidence was verified 
by laminectomy. Practically, this method amounts 
to a lumbar puncture, with withdrawal of the spinal 
fluid and replacement by an equivalent amount of 
air. If the lesion is suspected below the third lum- 
bar vertebra, the patient is placed on his side in the 
Trendelenburg position at an angle of from 35 to 
45 degrees. Usually from 20 to 40 cubic centi- 
meters of air are required to outline the lumbo- 
caudal sac in adults. If the lesion is above the 
third lumbar, the spinal needle is inserted in the 
third lumbar interspace with the patient on his side 
in the horizontal position, and a Queckenstedt test 
is done. If this test indicates a spinal block, from 
3 to 6 cubic centimeters of spinal fluid are with- 
drawn and replaced by air. The patient is then 
put in a sitting position, and anteroposterior and 
lateral roentgenograms are taken to show the level 
of the block. No one can doubt the efficiency of 
this procedure when a complete subarachnoid block 
exists, but in our experience the interpretation of 
roentgenograms without block is difficult even 
under the most exacting technique. 


EXAMINATION WITH LIPIODOL 


The use of lipiodol indiscriminately in all cases 
of low-back pain or sciatica is certainly not to be 
recommended. Prior to its use, a carefully taken 
history and a thorough physical examination should 
be done by one competent to do neurologic and 
orthopedic examinations. Furthermore, the ex- 
amination of the spinal fluid to determine its hydro- 
dynamics, and to obtain a specimen of the fluid for 
chemical and microscopic examination, is always 
indicated before the use of lipiodol. The Quecken- 
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Fig. 4 


Figs. 3 and 3a.—Filling defect produced by a marked hypertrophy of the ligamentum flavum. The filling defect 
was bilateral and there was an incomplete obstruction to the passage of lipiodol column when the patient was placed 


erect. 


Note the consistency of the findings on two separate dates. 


Fig. 4.—Normal air myelogram after introduction of 25 c.c. of air in the subarachnoid space. 


stedt test should be performed routinely to deter- 
mine the presence or absence of subarachnoid block 
above the level of the spinal puncture needle. Usu- 
ally in cases of protruded discs this sign is negative, 
but when positive it is of the utmost significance. 
Love and Camp have devised a test which they have 
termed the “reverse Queckenstedt,” that is of con- 
siderable value in the determination of the pres- 
ence of a lesion in the cauda equina. With a spinal 
puncture needle in the lumbar canal they inject a 
one per cent solution of procain hydrochlorid into 
the caudal epidural space. This extradural in- 
jection causes compression of the dura mater, and 
if there is a lesion that is already compressing one 
or more of the nerve roots of the cauda equina, this 
procedure will produce unbearable pain.* When 
this test is used in a normal spine, there is a rise 
in the intraspinal pressure, as determined by a 
manometer attached to the spinal puncture needle. 
If a block exists, no increase in the monometric 
reading will be observed. 


An examination of the spinal fluid is made for 
syphilis, and with reference to the cell count and 
the total protein. If the total protein is greater 
than 40 milligrams per 100 cubic centimeters, this 
indicates the possibility of a protruded disc. How- 
ever, Love and Camp report that in eleven of their 
cases of protruded disc the protein content of the 
cerebrospinal fluid was normal. 


TECHNIQUE 


Five cubic centimeters of lipiodol are injected into the 
intraspinal subarachnoid space, after which the patient is 
placed in the sitting position for about five minutes to allow 
the oil to gravitate into the sacral cul-de-sac. The patient 
is then put in a prone position on a tilting fluoroscopic 
table, with the head elevated about 20 to 25 degrees. Under 


* Recently Doyle has substituted normal saline solution 
for the procain hydrochlorid, with equally satisfactory re- 
sults, thereby eliminating the danger of any untoward 
reaction with the procain. 


fluoroscopic observation the table is gradually tilted down- 
ward, and the column of oil is followed up the spinal canal 
as far as the upper dorsal region. If the table is tilted 
too rapidly, however, the column of lipiodol will become 
thinned out, rendering diagnosis unsatisfactory. If a per- 
sistent defect is observed, a roentgenogram is made im- 
mediately at this level without disturbing the patient. The 
fluoroscopic examination should include not only the rou- 
tine prone position, but the patient should also be screened 
in both prone obliques and laterally as well. When the 
upper level is reached the table-tilt is reversed and the 
column of lipiodol is observed when it returns to the sacral 
cul-de-sac. 

It has been our experience that incomplete obstruction 
is best demonstrated using this procedure. The patient is 
again placed in the sitting position and the process again 
repeated, with the patient lying supine; although, so far, 
this method has not revealed pathology which we could 
not demonstrate by the routine method. Since protruding 
discs are situated in the anterior portion of the spinal canal, 
they produce their maximum filling defect when the patient 
is lying prone. In this position the heavy oil will gravitate 
to the ventral aspect of the subarachnoid space and be in 
close contact with the protruding disc. 


It has also been our custom to reéxamine the 
patient within two or three days, the reéxamina- 
tion serving as a check on our original observations. 
This is especially necessary in those cases showing 
filling defects in the column of lipiodol or partial 
obstruction to its flow. 


THE NORMAL ROENTGEN 
LIPIODOL 


PICTURE AFTER 


There is considerable variability in roentgeno- 
grams of normal spines after injection of lipiodol 
into the subarachnoid space, depending on the 
amount of lipiodol used and the relationship of the 
nerve roots to the lateral wall of the sac. Close 
contact between the nerve root and the lateral wall 
prevents filling of this portion of the sac to a 
greater or lesser degree so that some part of the 
root, rather than the wall of the lumbar sac, fre- 
quently forms the lateral outline of the lipiodol 
picture. 
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INTRASPINAL PROTRUSIONS—DAVIS 


Fig. 5 


Fig. 5.—Spinal cord tumor with erosion of the dorsal arch of the second cervical vertebra right side. 


There was an 


incomplete obstruction to the passage of the lipiodol at this point. The lipiodol exactly outlines the tumor. 


DEFECTS IN THE COLUMN OF LIPIODOL CAUSED 
BY PROTRUDED INTERVERTEBRAL DISCS 


The “characteristic” defect is produced by a 


mass ventral to the dural sac (generally unilateral), 
which elevates the lateral portion of the sac and 
compresses it and its contents against the roof and 
sides of the narrow lateral portion of the vertebral 
canal. The defect presents itself on the roentgeno- 
gram as a sharply defined, rounded indentation in 
the lipiodol column on one side of the midline oppo- 
site an intervertebral disc. This “defect” is best 
seen in the prone or prone-oblique views and, con- 
trary to expectation, the lateral view often gives 
surprisingly little information if the lesion is uni- 
lateral. This is due to the fact that the defect on 
the involved side is obscured by the dense lipiodol 
in the uninvolved part of the sac. Furthermore, 
shallow defects may be produced by normal bulges 
of the intervertebral disc in the lateral view which 
may be misleading, unless a corresponding defect 
is seen in the anteroposterior roentgenogram. 

In addition to the defect produced by the mass 
of the protruded disc, certain changes in the 
shadows of the nerve roots may be present at the 
level of the lesion. Usually the medial border of 
the defect is formed by the outline of a nerve root. 
The lipiodol picture may show the edge of two roots 
on the upper margin of the defect. Edema of one 
or more of the roots may be recognized if it is out- 
lined, and occasionally displacement of the shadows 
of the nerve roots may be seen. 

In one or two instances in our cases we noticed 
that there was a nonfilling of the nerve-root sheaths 
on the side of the lesion. We regarded this finding 
as of questionable significance, unless there was a 
corresponding defect. It was of practical value 


only when the nonfilling persisted in a reéxamina- 
tion after a period of several weeks. 

Filling defects in the interspace between the fifth 
lumbar and sacrum are more difficult to demon- 
strate and interpret than those seen at a higher 
level. Hampton and Robinson call attention to the 
fact that the fifth lumbar and most of the first 
sacral nerve roots are extradural at this level and 
are, therefore, outside the confines of the lipiodol 
column. For this reason a lesion compressing either 
of these roots may produce a minimum defect 
in the contiguous subarachnoid space. Generally, 
then, the size of the defect is in disproportion to 
the actual size of the protruded fragment when 
removed at operation. Hampton and Robinson 
also state that protruded discs at this level were 
found to be broad and flat, rather than round and 
circumscribed. Protrusions of the whole disc pro- 
duce a very unusual roentgenographic picture when 
a complete subarachnoid block does not occur. 
There is usually noted a bilateral defect suggesting 
rupture on both sides. Bilateral defects may also 
be present with a protruded disc which is associ- 
ated with a hypertrophy of the ligamentum flavium. 


DIFFERENTIAL DIAGNOSIS 


In the differential diagnosis of protrusions of 
the intervertebral discs there are many conditions 
to be considered. Chief among these are intra- 
spinal neoplasms and hypertrophy of the liga- 
mentum flavium. Fortunately, there is the same 
relative treatment for all three conditions, so that 
the exact diagnosis should not concern us unduly. 
However, there is one point in the differential diag- 
nosis between protruded discs and hypertrophic 
ligamentum flavium that should be mentioned. In 
the lateral view the defect in protruded discs is 
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anterior, whereas in ligamentum flavium the de- 
fect is posterior. 

Other conditions, such as lumbosacral and sacro- 
iliac strain, spondylitis, and hypertrophic arthritis, 
are generally excluded by the clinical examination, 
the routine spine roentgenograms and the exami- 
nations of the spinal fluid, and are, therefore, not 
primarily a problem for x-ray diagnosis. 


GENERAL COMMENTS 


From a survey of the literature and a review of 
our own cases we must conclude that protruded 
discs occur most commonly in the lumbar region, 
particularly in the interspaces between the fourth 
and fifth lumbar, and the fifth lumbar and the 
upper sacral segment. The condition occurs more 
frequently in males than in females, and is seen 
usually in the third, fourth, and fifth decades of 
life, although it may occur at any age. Generally 
the symptoms for which the patient seeks relief 
have been present for a long time and the patient 
has had the usual conservative methods of treat- 
ment for lumbago, low-back pain, and sciatica. 
A careful neurological examination is always indi- 
cated prior to any laboratory or x-ray procedure. 
Lipiodol should never be used without a thorough 
examination of the spinal fluid, and until all other 
methods of diagnosis are exhausted. 

One should always bear in mind the fact that 
lipiodol in the subarachnoid space remains for an 
indefinite period, and for this reason its indiscrimi- 
nate use should be condemned. 

St. Vincent’s Hospital. 


DISCUSSION 


Cart W. Ranp, M.D. (523 West Sixth Street, Los 
Angeles).—How accurately pioneers in medicine some- 
times may describe pathology, which later is demonstrated 
visually by others! In 1911, Goldthwait suggested that 
many cases of lumbago and sciatica might be explained by 
anterior displacement of the intervertebral disk at the 
lumbosacral junction. Twenty years later the fact was 
demonstrated repeatedly by Mixter at the same hospital 
where Goldthwait worked. Thus, Goldthwait’s earlier 
reasoning and deductions were proved sound. 


Doctor Davis has given us a comprehensive review of 
the subject to which I can add little. In my practice I have 
been surprised to encounter more cases of hypertrophied 
ligamentum flavum than of dislocated nucleus pulposus. 
I believe this is not in agreement with the majority of other 
observers. In suspected cases of dislocated nucleus pul- 
posus, or hypertrophied ligamentum flavum, myelography 
has been employed as a method of study before injection 
of lipiodol. If the air study suggests a lesion which the 
history and clinical picture supports, lipiodol may then be 
used. As lipiodol is a mild irritant and practically non- 
absorbable, its use is only indicated where a surgically 
removable lesion is strongly suspected. One cannot over- 
emphasize the importance of having proper x-ray equipment 
for making spot films during the fluoroscopic examina- 
tion. When a dislocated disk or hypertrophied ligamentum 
flavum is removed surgically, the postoperative results are 
usually satisfactory. Patients without a compensation angle 
usually do better than those coming under industrial juris- 
diction. In either instance I believe it is seldom necessary 
to employ bone grafting in order to strengthen the spine. 


& 


L. H. Gartranp, M.D. (450 Sutter Street, San Fran- 
cisco) .—Severe unilateral sciatica is such a crippling com- 
plaint that we are justified in using every intelligent 
diagnostic test to detect the cause thereof, especially when 
neurosurgery has so much to offer those with definite intra- 
spinal protrusions. Doctor Davis has covered all of the 
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important roentgen diagnostic aspects of this condition. 
However, there are a few minor comments I should like to 
make concerning his paper. 


First, the words “roentgenographic findings” are used in 
the title. The paper itself indicates, and I should like again 
to stress the importance of roentgenoscopic evidence of 
such lesions. Therefore, one might prefer the term “roent- 
genologic findings” in the title, since this would cover both 
film and fluoroscopic examinations. I have a vivid recol- 
lection of one case (seen through the courtesy of Dr. E. J. 
Morrissey) in which the roentgenoscopic findings gave a 
clue to the presence of a lesion on the left side of the third 
lumbar disk, when the initial roentgenographic findings 
appeared quite negative. This, of course, is not a common 
finding. It has not been my experience that the differential 
diagnosis between protruded intervertebral disk and hyper- 
trophy of the ligamentum flavum may satisfactorily be 
made by lateral projections. I am interested in Doctor 
Davis’s comments concerning this point, and will devote 
more attention to it in the future. I cannot agree that the 
defect in the lipiodol column produced by a protruded disk 
is “sharply defined”; it is so only in a minority of cases. 
I quite agree that it is best seen in the prone position. 


Concerning the superiority of lipiodol over air as a con- 
trast medium, I heartily agree with Doctor Davis. Neither 
medium should be used until all ordinary diagnostic methods 
have been exhausted. While local leptomeningeal reactions 
do occur around the lipiodol, these are associated only with 
transitory clinical symptoms under ordinary conditions, 
and we have seen cases in which the opaque medium lay in 
the patient’s subarachnoid system for as long as fourteen 
years, without being productive of clinical symptoms. It is 
to be noted that the lipiodol may be scattered not only 
throughout the subarachnoid spaces of the spinal canal, but 
also through those of the cranial cavity. We have seen 
cases in which it lay in the ventricles and basal cisternae, 
apparently encapsulated, without being productive of any 
symptoms. Some of the collections of oil in the spinal canal 
remain movable, especially the large ones; most of those 
in the skull are fixed. I wish to compliment Doctor Davis 
on his brief and comprehensive article on this important 
topic. 

% 


Joun B. Doyte, M.D. (1930 Wilshire Boulevard, Los 
Angeles).—The papers that have been presented at this 
symposium show well the progress that has been made 
since 1934 in establishing an exact diagnosis for a group of 
patients suffering from persistent low-back pain, with or 
without sciatic radiation. The average patient in this group 
is a young or middle-aged adult, who gives a history of 
direct violence to the spine or of indirect injury, especially 
of the type associated with lifting heavy loads or with 
falls, in which the weight has suddenly been thrust onto 
the feet or the buttocks. There may be a relatively short 
progressive history or a long history of repeated episodes 
of low-back pain, associated as a rule with radiation along 
the course of one or both of the sciatic nerves. 


Examination generally reveals diminution or loss of the 
normal lumbar curve in profile view, and a list or scoliosis. 
Laségue’s sign is generally positive. Diminution or actual 
loss of an Achilles reflex is not infrequently encountered. 
There may be relatively mild sensory changes. 


A concentration of the total protein of the cerebrospinal 
fluid higher than 40 milligrams per cent is to be found in 
about 75 per cent of cases of protrusion of a nucleus pul- 
posus. In cases of this sort one is warranted in using 
lipiodol. Before lipiodol is injected in the remaining 25 per 
cent, the development of additional evidence, such as that 
afforded by the reversed Queckenstedt maneuver, is re- 
quired. After lumbar puncture has been made and a spinal 
manometer fitted to the needle, a one per cent solution of 
procain hydrochlorid is injected into the spinal epidural 
space through a needle in the sacral hiatus. The compres- 
sion exerted on the dural sac results in a rise in the mano- 
metric pressure if subarachnoid block is not present. In 
the presence of herniation of a nucleus pulposus or hyper- 
trophy of a ligamentum flavum excruciating pain occurs 
before 40 cubic centimeters have been injected. To over- 
come unpleasant symptoms occasionally attendant upon 
injection of a solution of procain, I have recently success- 
fully substituted normal saline solution. 
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CARCINOMA OF THE PROSTATE* 


By Frank Hinman, M.D.. 
AND 
Donatp SmitH, M.D. 
San Francisco 


Discussion by Elmer Belt, M.D., Los Angeles; H.C. 
Bumpus, Jr., M. D., Pasadena. 


‘NTRODUCTION.—Cancer is a calamity to 
mind and body which is universally dreaded. It 
is a known disease in the sense that it is a common 
cause of death and very few recover from it. Yet 
the causes are still unknown, although untold 
millions have been and are being spent in the hope 
of making this discovery. The recognized methods 
of cure are irradiation and surgery, but they are 
effective only when applied early. Cancer seen late 
is hopeless. At onset, cancer is localized, but 
spreads sooner or later according to its nature, by 
extension or by the lymphatics and the blood 
stream. The disease attacks all tissues ; and in those 
parts readily observed, like the skin, it receives the 
earliest recognition, and in consequence shows the 
highest rate of cure (over 90 per cent). Early diag- 
nosis has become synonymous with cure. What 
have irradiation and surgery done for cancer of 
the prostate? Can this disease be recognized early 
enough to be cured? My own answer to these 
questions is given by the following review of the 
sort of life and death suffered and endured by 191 
victims of cancer of the prostate, who have been 
under my management during the past two decades. 
(Table 1.) It is a dismal reminiscence relieved, 








TaBLe 1.*—Carcinoma of the Prostate Gland (191 Cases) 








156 Cases with complete records: 
133 were operated upon. 
14 received radiation only. 
9 had no treatment. 


35 Cases with incomplete records (diagnosis by rectal ex- 
amination only) : 
7 received radium. 
1 received x-ray. 
27 received no treatment. 
(These thirty-five cases are not included in this study.) 


* Search of the records at office and hospitals has been 
done by Dr. Donald Smith, and these, together with the 
follow-up letters, have been analyzed with his help. 





however, by a few interruptions in the usual fatal 
course of the disease, and these few survivors form 
the anchor of a future plan of management which 
it is my purpose now to present. 


INCIDENCE 


Cancer of the prostate holds no minor place as 
a cause of death for men. It is comparable to 
cancer of the uterus in women, but is much more 
deadly. Of men with prostatism, one in every five 
has cancer; and occasionally this disease is dis- 
covered in the prostate of a man in whom mictu- 
rition is normal. In twenty years’ practice in 


* From the Department of Surgery, Division of Urology, 
University of California Medical School. 

Read before the Urology Section of the California Medical 
Association at the sixty-seventh annual session, Pasadena, 
May 9-12, 1938. 





CARCINOMA OF THE PROSTATE—-HINMAN-SMITH 235 





urology on women, children, and men, I find that 
cancer of the prostate forms about one per cent 
of that practice. No man need fear it much before 
he reaches fifty-five years of age, and the majority 
are over sixty-five when it is discovered (Table 2). 





















0.6% 
1 Patient 


Age 40 50 55 60 65 70 75 80 90 


152 * 97.4% over 55 years of age. 
Table 2.—Age Incidence 


THE DIAGNOSIS 


Ninety per cent of patients with cancer of the 
prostate would be cured if only it caused pain or 
hemorrhage, or something pathognomonic at onset ; 
but it gives no warning. The first benefit accruing 
from discovery of the cause and nature of cancer 
may be a sure method of early diagnosis rather 
than a specific cure. How utterly unscientific are 
present methods! The “stony hardness” felt by 
the finger in the rectum is characteristic only when 
cancer is well advanced, and at all stages must be 
distinguished from inflammatory indurations and 
prostatic calculi. Usually positive diagnosis is ven- 
tured only after repeated examinations and mas- 
sages over periods of months, and a change during 
this time molds the final opinion; the induration 
softens, remains stationary, or increases. What 
little is known of the nature of cancer is enough 
to warn that this system is foolhardy; it must 
hasten the spread of cancer. Furthermore, all 
cancers are not stony-hard. In two particularly 
do I recall the sensation of softness (a medullary 
cancer ), and almost of fluctuation (papillary adeno- 
carcinoma with necrosis). In twenty (13 per cent), 
associated with enlargement above average, cancer 
was unsuspected on rectal palpation ; the diagnosis 
was made at operation in eighteen of these (usu- 
ally confirmed on the spot by frozen section), and 
a pathological diagnosis was made later in two. In 
these two the cancer was found in the midst of 
hyperplasia, a form of cancer never recognized 
clinically in its early stages. This form is more 
common than here indicated. Only by serial sec- 
tion is its true incidence established. By this means 
Hryntschak? found it in 3 per cent of the pros- 
tates which he had enucleated suprapubically, in 
none of which had he suspected cancer. This form 
of primary malignancy within hyperplasia differs 
from the common form of primary cancer of the 
prostate which elects the posterior lobe, and is un- 
related to hyperplasia except by coincidence, but 
may invade it. Most patients with hyperplasia 
harboring a malignant change of this kind (who 
have been so fortunate as not to have received in- 
terminable massages before operation which spread 
it in lymph or blood) would be cured by simple 
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TaBLe 3.—Metastases to Bone as Shown by X-Ray 


Number of cases examined by x-ray....84 = 53.8% 
Number found to have metastases ..........22 = 14.1% of total 
or 26.4 per cent of those examined by x-ray. 


Site of Metastases: 
Pelvis: 


Ischium 
Tleum 
Pubis 
Sacro-iliac joint 
Pathological fracture of ischium 
Spine: 
NN MAN cosas sees oncecccenescbodeocas cetera 13 
Dorsal spine 
Cervical spine 


Other Bones: 


Humerus 
Fibula 
Facial bones 


prostatectomy if this primary cancer had remained 
so limited. Two patients are now being watched 
with this hope in mind. If Hryntschak’s figures 
represent a true average, then fourteen or fifteen 
others in the group with supposedly benign hyper- 
plasias have been cured of an unsuspected cancer. 
In contrast, consider two patients operated on long 
ago for benign enlargement; I did not suspect 
cancer, nor was it found by the pathologist. One 
of these patients returned in seven years with 
cancer of the prostate ; he died in the hospital and 
the diagnosis was proved by autopsy. The other 
returned after eighteen years with an advanced 
carcinoma, having had no urinary complaint up 
to the last four months. Both of these cancers 
probably developed after prostatectomy in the pos- 
terior lamella (as the common form does) and 
were unrelated to the hyperplasia. 

Symptoms, unfortunately, do not lead to early 
diagnoses. Almost all patients (95 per cent) will 
have some degree of prostatism. Only nine in my 
series had no urinary complaint, and the average 
duration of disturbance in the others was three 
years. For this, the associated hyperplasia is mostly 
responsible. Pain also is a late symptom. Explo- 
ration for metastases by x-ray is of negative value ; 
nevertheless, it is of importance, as cancer oc- 
casionally has spread extensively to bones or lungs 
without much growth locally, so that it is often 
unsuspected even on rectal palpation. Of my 
eighty-four patients in whom x-ray examination 
was made before treatment, twenty-two (26.4 per 
cent) had evidence of metastatic cancer (Table 3). 

When the induration is felt to have extended 
into one or both seminal vesicles, and primary 
cancer in these structures is excluded, the diag- 
nosis of the primary lesion in the prostate is far 
from early. More than half of my patients had 
such involvement when seen. When the induration 
is noted cystoscopically to have extended into the 
neck of the bladder, as was done in thirty-three of 
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my patients, the diagnosis is late. When inguinal 
lymph-nodes are involved, even though the roent- 
genograms are negative, and the vesicles and vesical 
neck normal, the diagnosis is late. Such nodes, 
removed for biopsy in three patients, showed a 
typical picture of prostatic cancer, and one wonders 
the relationship of this type of metastasis to previ- 
ous massages. The use of a perineal needle for 
biopsy to obtain an early diagnosis raises doubts 
of propriety; for if cancer is present, needling 
might spread it. This method is of value only when 
the result is positive, and has been of no real help 
tome. Much more logical is open exploration when 
suspicion of an early lesion is aroused. I regret 
that I have used this sure means only four times. 
I recall suggesting, to the referring physician, peri- 
neal exploration on a patient of prominence, and 
the consultant I called in as a consequence dis- 
agreed with the suggestion. I did not examine this 
patient again ; he died some three years afterward, 
whether of cancer or not will never be known. 
Periodically appearing in my office for massage 
are two patients with small areas of induration 
under suspicion now. Each time I ask myself, 
should exploration be done? Is the method of 
checking up, watching and waiting for a change, 
before deciding that the lesion is or is not cancer, 
more dangerous than an immediate exploration 
would be? On the other hand, how many nega- 
tive explorations would be justifiable? One could 
hardly explore all indurations. This uncertainty 
on rectal palpation accounts in part for the dis- 
heartening rarity of early diagnosis. It is surpris- 
ing how equally experienced fingers may disagree 
about what they feel. A patient in my list recently 
died in San Francisco of obscure causes. At au- 
topsy, however, extensive metastases and prostatic 
cancer were found. When I saw him three years 
before his death, cancer was suspected and the 
relatives were so informed. Experts in the East 
disagreed, and believed the changes of induration 
and fixation to be wholly the result of inflam- 
mation. The patient did have a marked pyuria and 
a prostatitis which improved under treatment. The 
early biopsies with needles, both here and in the 
East, were negative. In view of all this, the inter- 
mittent courses of massage for the next three years, 
always with temporary benefit of symptoms, seem 
justified. Yet an exploration at the onset would 
have disclosed the truth and offered a cure. The 
almost universal practice of subjecting prostates 
which are under suspicion of cancer to the re- 
peated trauma of massage for the purpose of differ- 
entiation, is open to criticism. Other methods of 
relieving inflammation may be inferior, but there 
is no method more damnable for cancer. While 
in doubt it is preferable to use other methods than 
massage in treating the prostatitis and to use rectal 
examinations to note any changes which may help 
in making a decision. Never knead a lump in the 
prostate which feels like cancer for the purpose of 
causing its absorption if it is not cancer, any more 
than you would think of so maltreating a suspicious 
lump in the breast or the testicle or any other part 
of the body. Exploration by perineal exposure 
with biopsy is justifiable whenever the findings 
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point with any degree of probability to a malig- 
nancy which is early in the sense that it is confined 
locally and is operable. 


THREE GROUPS 


If you agree with me that an early diagnosis is 
essential to the cure of prostatic cancer, we can 
divide male patients into three groups: patients 
with cancer, patients under suspicion, and patients 
entirely free from suspicion. If you believe, how- 
ever, as many do if they be judged by their meth- 
ods, that cancer of the prostate is incurable, such 
division is immaterial because treatment always is 
purely palliative. Those with faith in radical sur- 
gery, however, view the problem of treatment from 
two sides, namely, that of early diagnosis, with 
the hope of radical cure which is thus made possi- 
ble, as well as from the side of palliation and the 
relief of symptoms. With this twofold aim, treat- 
ment becomes more complicated, but more hopeful 
and more interesting. Thus, all patients can be 
subdivided either for an attempt to cure or for 
palliation; and even when relief of symptoms is 
uppermost, the method of relief will be chosen 
always with the possible discovery of cancer in 
mind, so that the method can be turned at need to 
the cure of cancer as well as to the relief of symp- 
toms (prostatism). When the method of treatment 
is chosen either with the idea of curing the patient 
of cancer or with that of securing the maximum 
of palliation, the division of patients is as shown 
in Table 4. 

SURGERY 


So far as I know, radical surgery is the only 
method which will cure cancer of the prostate. 
A decade back, radium was used vigorously in 
fourteen patients, and more recently, with the ad- 
vent of high voltage in x-ray, this form of radi- 
ation was tried hopefully. Aside from relief of 
pain in some, and possibly a slight prolongation 
of life, the results were most discouraging. The 
result in three patients is unknown, but eleven died 
miserably with an average length of life of less than 
a year. X-ray therapy and radium have been used 
frequently in connection with palliative surgery, as 
is shown in Table 5, in which patients are listed 
according to the eight methods of treatment. Ex- 
amination of the 133 records (156 minus 23 equals 
133: 9 not treated; 14 irradiated) of these eight 
groups will show the very few patients who can 
be considered to have been cured by radical sur- 
gery, and the degree of relief for the remainder of 
life given to the others, none of whom was cured. 

Only three of twenty-four patients who have 
had resection to relieve obstruction are alive ; none 
longer than two years. Three had been treated for 
prostatism by suprapubic prostatectomy. Twenty- 
one are dead; three died shortly after operation ; 
fourteen within one year, three in two years, and 
two in three years ; all died of cancer. (The records 
of two are incomplete.) In four of these patients 
the resection was repeated. Recurrent hematuria 
and attacks of pain and frequency were the un- 
pleasant experience of the majority during their 
short period of life. In no patient was relief satis- 
factory and permanent. 
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Tas_eE 4.—Subdivision of Patients 








Group I. Patients with Cancer 
1. Operable. 


a. Common type: Clinical evidence indicates that the 
cancer is confined and local. _ a 
b. Uncommon type: Never recognized clinically. 


2. Inoperable (invasion of seminal vesicles, vesical neck, 

or the presence of metastases). 

a. Common type: 
(1) Associated with prostatism. 
(2) Associated with infection (or calculus). 
(3) Associated with pain. 

b. Uncommon type: 
(1) Associated with infection (or calculus). 
(2) Associated with pain (perineural). 


Group II. Patients Clinically Suspected of Having Cancer 
1. With prostatism. 
a. Perineal biopsy for the common type. 
(1) Median bar, 
(a) When positive = Group I. 
(b) When negative—close perineum and 
do the punch operation. 
(2) Hyperplasia, 
(a) When positive = Group I. 
(b) When negative—proceed with peri- 
neal prostatectomy. 


b. All hyperplasias can be suspected since malignant 
degeneration affects 10 per cent. 

Complete clean removal of the hyperplasia in one 
mass, therefore, is preferable. 


2. Without prostatism. 
a. Periodic observation, 
(1) By rectal palpation. 
(2) By roentgenologic exploration for metas- 
tases. 
b. Biopsy, 
(1) By needle puncture. 
(2) By transurethral section of suspected nod- 
ules or infiltrated-looking areas seen cys- 


toscopically at the vesical neck or in the 
prostatic urethra. 


(3) By perineal section. 
(When positive = Group I.) 
Group IIT. Patients Clinically Without Suspicion of Cancer 
1. Periodic rectal examinations of all men over 50 in order 
to discover as nearly at the onset as possible, the com- 
mon type of cancer which is primary in the posterior 
lamellae and produces the stony-hard induration. 
2. Complete and clean removal of all hyperplasias in one 
mass either by the suprapubic or perineal route, in 
order to cure the type of cancer which begins as a 


malignant degeneration of a hyperplasia, and which 
gives no clinical signs until late. 





CONSERVATIVE PROSTATECTOMY 


It is difficult to estimate the value, if any, of 
conservative prostatectomy, the perineal enuclea- 
tion of a hyperplasia which is obstructive without 
attempting to remove any of the cancer associated 
with it. The operation is purely palliative, an effort 
to relieve urinary distress and, in this sense, is 
comparable to resection. Of the fifty-eight pa- 
tients thus treated, cancer had not been suspected 
previous to operation in nine (this number does 
not include the malignant degenerations found in 
hyperplasias, by the pathologist, subsequent to 
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TaBLe 5.—Treatment of 156 Cases of Carcinoma of 
Prostate 





No. of 
Type of Treatment Cases Totals 
Fulguration of nodules—bladder neck 1 1 
SINT NING so cicnkeis een acncmmcccain att 3 
With fulguration of carcinoma, and radium 1 * 
Radiation only : 


Radium 
X-ray 
X-ray and radium 


Transurethral resection 

With x-ray 

With immediate cystostomy 
Conservative prostatectomy .- 

With x-ray 

With radium 

With radium and x-ray 

With x-ray, T. U. R., and chordotomy 


Partial radical prostatectomy 
With radium 
With fulguration of carcinoma at bladder 


Radical prostatectomy 
With radium 
With x-ray 
Transplants and cystoprostatoseminal vesicu- 
lectomy 
No treatment 
Drainage of perineal abscess ..................---.-- 


156 


operation), although it was too far advanced to 
permit radical removal. In thirty-three patients 
radium seeds, each from 1 to 3 millicuries, were 
buried at intervals of one centimeter throughout 
the cancerous area at the time of operation. One 
of these patients lived four years, one five years, 
and one seven years, but all died of carcinomatosis. 
More recently five others had intensive deep x-ray 
therapy, but none survived two years. One other, 
without irradiation, survived six years, but died 
of recurrence. With these four exceptions, no 
patient lived longer than two years and twenty-nine 
died within a year. The records are incomplete 
in six; six died after operation, four are living 
less than two years after operation, all with cancer, 
and the other forty-one are known to have died of 
cancer. As a rule, these patients lived out their 
lives with less discomfort than those in whom re- 
section had been done, and in three the prolon- 
gation of life after the use of radium cannot be 
disregarded. 


PARTIAL RADICAL PROSTATECTOMY 


In twenty patients listed as having had partial 
radical prostatectomy it was found impossible, 
upon attempting radical operation, to remove all 
the cancer because it had extended beyond the vesi- 
cles, too far up the vas or into the bladder. These 
patients, therefore, are not included in the group 
of patients in whom radical operation was done. 
A few in this group had definite metastases to in- 
guinal nodes and bones. Nevertheless, because of 
its local limitations, greater relief was expected by 
total prostatoseminal vesiculectomy than by either 
resection or conservative enucleation. Five died in 
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the hospital. Nine died of cancer within two years. 
One lived five years; six are living less than two 
years. None has been cured, but generally these 
patients have been more comfortable than the run 
of patients in either of the previous two groups. 


RADICAL PROSTATECTOMY 


In only 21 of the 156 patients was radical 
prostatectomy possible. It was felt that all local 
cancer had been removed at operation. Before 
operation none showed any clinical evidence of me- 
tastases. The seminal vesicles were invaded, how- 
ever, in eleven. Three patients died shortly after 
operation: one of pulmonary embolism, one of 
paralytic ileus, and one of pneumonia. Six died 
afterward, having cancer at the time of death ; three 
after three years, cause of death not known in two, 
asthenia in one; the others after one year, one of 
heart failure, two of asthenia (carcinomatosis). 
Seven died with no evidence of cancer, three of 
senility, one eight years and two each seven years 
afterward. One died of coronary thrombosis after 
four years. One committed suicide in two years, 
and the other two died within a year of an unknown 
cause. Five are living with no clinical evidence 
of cancer: one for seven years, one for two years, 
and three under one year. All have good control 
and no urinary complaint. On a conservative basis, 
this shows a cure of half of those treated radically, 
which is not bad ; but a cure of eleven out of a total 
of 156 patients is a poor showing. 


ESTIMATION OF BENEFITS 


In estimating the relative benefits of the eight 
different methods of treatment, it must be remem- 
bered that most of these 156 patients have had a 
short expectancy at best. Even in the group of 
twenty-one early diagnoses, fourteen were over 
65 years of age, and seven were 70 or over. What- 
ever their expectancy, these men want to live free 
of pain and without urinary distress. To accom- 
plish this, radical surgery is most certain, and even 
with its limitations the aim to cure cannot be neg- 
lected. It should be attempted even in borderline 
cases like the partial radical resections mentioned 
above. 

If radical surgery is out of the question, treat- 
ment should aim for the greatest relief and, as 
indicated in the discussion on diagnosis, associated 
conditions form a big factor in this problem. These 
are the patients classified as inoperable in Group I, 
but who are now, from the standpoint of treat- 
ment, better subdivided into those with or without 


prostatism, and those with or without infection, 
thus : 


TABLE 6.—Patients With Cancer Which Cannot Be 
Completely Removed 





. Those without prostatism. 
. Those with prostatism. 


1 
2 


a. Median bars, 
With infection. 

b. Hyperplasia, 
With infection. 


rr 
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Patients who clinically show cancer so advanced 
as to be incurable, but who have no enlargement 
or urinary obstruction associated therewith, may 
be left untreated, or irradiation may be used when 
they suffer pain from pressure or extension. 

Patients with median bars and incurable cancer 
may be relieved temporarily by resection; but, if 
severe infection or calcification is present, radical 
prostatoseminal vesiculectomy will give the great- 
est, most enduring relief, and life may be prolonged 
by imbedding radium in the local areas of cancer 
which are left. 

Patients with hyperplasia and incurable cancer 
may be treated by conservative prostatectomy sup- 
plemented by the full use of irradiation. If an 
extensive infection or calcification complicates the 
prostatism, prostatoseminal vesiculectomy with ir- 
radiation offers the greatest benefit. These patients 
are not helped much by resection. 

In conclusion, everyone must admit that early 
diagnosis and radical surgery will cure cancer of 
the prostate; therefore everyone should fully 
realize the difficulties of diagnosis and should make 
an honest effort to overcome them so as to increase 
the number of cures which, at present, are so woe- 
fully few. 

384 Post Street. 
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DISCUSSION 


Etmer Bett, M.D. (1893 Wilshire Boulevard, Los 
Angeles).—In fourteen years we have seen 212 cases of 
such carcinoma. 

In twenty-five patients we felt, after careful physical 
examination, that the growth could be completely circum- 
scribed by the radical perineal operation, and tried it. In 
eighteen of these, a close inspection of the specimen re- 
vealed the presence of cancer and showed the growth to be 
confined within the specimen. Ten of these eighteen are 
living and well: one after nine years, two after eight years, 
three after three years, one after one year, one after six 
months, and one after three months. In seven of this group 
of twenty-five cases, the cancer had extended up to the cut 
edge of the part removed and, therefore, probably beyond 
it. They were given massive treatment with deep x-ray 
therapy. Five are living and well—three after three years, 
one after two years, and three after one year. One died 
of metastases after five years and one after four. 

This is the best series in this group. It presents a result 
in which the slender victory is a surgical victory and fol- 
lows the rules laid down by all who watch the progress of 
the treatment of cancer everywhere in the world, namely, 
early recognition and early wide excision. 

Because extremely careful studies have revealed that the 
point of origin of cancer of the prostate in 75 per cent of 
the cases is in the posterior lobe, an area directly beneath 
the palpating finger on rectal examination, more cases 
should be recognized early. They are not recognized early 
because many do not produce symptoms calling for exami- 
nation and because of the general failure of physicians to 
recognize the lesion by rectal touch. 

In fourteen of our cases, largely before the days of 
electrosurgical resection, a perineal procedure was carried 
out to open a channel through the carcinomatous mass, 
realizing that the total growth could not be removed. All 
of these patients have died, although many were treated by 
deep x-ray later, and some lived as long as five years after 
the procedure. 

On three occasions, microscopic examination of a clini- 
cally benign growth has revealed cancer within the ade- 
nomatous tissue removed. We feel that such patients are 
best served by subjecting them to further treatment with 
deep x-ray therapy. 
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Five patients have presented themselves to us with a 
carcinoma’in the prostatic bed at a time remote from a 
previous prostatectomy. In two of these cases, two years 
had elapsed before symptoms recurred. In the others, four, 
six, and seven years, respectively, had elapsed. All suc- 
cumbed rapidly to metastases in spite of vigorous deep 
x-ray therapy. 

Eighty-eight patients with prostatic cancer have been 
afforded relief from vesical neck obstruction through 
electrosurgical resection. Forty-eight had metastases when 
first seen. Forty had no visible metastases and were given 
vigorous deep x-ray therapy in the hope of effecting an 
arrest of the growth. Of these resected groups, those hav- 
ing had deep x-ray therapy and those untreated except by 
resection to relieve obstruction are about equal in respect 
to length of life from the date of onset of symptoms; but 
on the whole the x-ray treated group are in less pain and 
look healthier. But sudden appearance of metastases is 
frequent in the treated group. 

Unfortunately, no one can now know precisely when the 
wriggling ameboid cancer cells have wormed their way 
down the nerve sheaths, and along the lymphatic channels 
beyond the field about to be subjected to irradiation. These 
unreached cancer cells are probably responsible for the 
sudden appearance of metastases in individuals in whom 
the original mass is known to be subsiding under treatment. 

Seventy-six of our patients were so ill when first seen that 
only palliative efforts, such as cystotomy or the adminis- 
tration of opiates for the relief of pain, could be offered. 

On the whole, cancer of the prostate is a disease of ad- 
vanced age. It is a general characteristic of this entire 
series that the struggle against death is not concerned with 


cancer alone, but allied with death are all the forces which 
lend frailty to age. 
rd 


H. C. Bumpus, Jr., M.D. (112 North Madison Avenue, 
Pasadena).—When Doctor Hinman honored me by re- 
questing that I discuss this paper, he did so knowing that 
our views on the subject are very much at variance. Yet 
another indication, it seems to me, of his broad and liberal 
nature. 

Cancer of the prostate cannot be accurately compared 
with other forms of malignancy because of its late occur- 
rence. Hinman states: “No man need fear it much before 
he reaches fifty-five years of age, and the majority are over 
sixty-five when it is discovered.” This fact alone compels 
a different consideration of its treatment than that given to 
other malignant disease. That these patients have the 
shortest life expectancy of any group suffering from ma- 
lignancy is bound to influence therapy. It is one thing to 
tell an individual in the early forties, with a life expectancy 
of several decades ahead of him, that radical surgery has 
the possibility of curing him, although it is accompanied 
with great risk, but it is quite another matter to inform the 
patriarch of seventy-five, with an expectancy of less than 
a decade, that he should risk a major radical procedure 
with a high mortality rate for the remote possibility of a 
cure. 

Such advice is still further weakened by the fact that 
cancer of the prostate, unlike other malignant diseases, not 
alone occurs late in life but is one of the slowest growing 
of all types of malignant diseases. Numerous cases, proved 
by biopsy, are on record of patients with cancer of the 
prostate living over five years with no other form of treat- 
ment than relief of their urinary obstruction, and several 
cases are recorded of those who have survived for over a 
decade. It is this slow growth of cancer of the prostate 
which has led to such confusion concerning its treatment. 

In most malignant diseases, the number of three-year 
controls is given as a criteria of the success or failure of 
treatment. In cancer of the prostate, the average duration 
of the disease untreated is over three years. I once traced 
171 of these cases from their first symptoms to death, and 
found an average duration of three and one-quarter years. 
Fenwick of England had estimated three years as the aver- 
age duration of the disease. This being the case, the fact 
that some patients have lived over three years, after a par- 
ticular type of treatment, means little. In this disease, a 
sufficient number should live over five years after treatment 
to warrant a belief that the particular form of therapy 
employed had any effect. Of the twenty-two cases in which 
Doctor Hinman felt radical prostatectomy offered a good 
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hope of cure, only four survived that length of time; while 
in over half of the group death occurred before the average 
length of life for the untreated disease was reached. 

In the little over forty patients upon whom he per- 
formed radical prostatectomy, Doctor Hinman reports a 
mortality of over 20 per cent. That the urinary obstruction 
produced by this slow-growing malignancy should be re- 
moved, we are both in full agreement; but that it should 
involve a 20 per cent risk, and an attempt at cure of the 
malignancy in those with such a limited life expectancy, 
we are in violent disagreement. 

Doctor Hinman’s conclusion, that everyone must admit 
that early diagnosis and radical surgery will cure cancer 
of the prostate, requires the most careful consideration, for 
cannot a cure be purchased at too great a price? When one 
has but a few years to live, is not the relief of suffering by 
less hazardous measures preferable to risking all on the 
very doubtful possibility of cure? 

I doubt that the diagnosis will ever be made earlier than 
at present. As he states, the perineal needle is of doubtful 
assistance, being of only positive value, for when normal 
tissue is obtained one can never be sure he has not missed 
the malignant area. As for exploratory biopsy, the same 
doubt would apply to negative findings plus the added risk 
of the procedure, and, as Doctor Hinman states, “How 
many negative explorations would be justified? One could 
hardly explore all indurations.” 

To advise a yearly check of the prostate by palpation, 
and when indurated areas appear to urge immediate surgery 
in the absence of any urinary symptoms, is to totally dis- 
regard the reluctance with which those patients suffering 
with urinary obstruction now submit to lesser operations. If 
the information is also given the patient that radical peri- 
neal prostatectomy carries a 20 per cent mortality as an 
incidental price of a possible cure, I doubt if any male in 
good health would take the risk, urged only by the finding 
of a suspicious area in his prostate. 

I think we should take a realistic view and acknowledge 
that we will not see such cases earlier, and that cures will 
be extremely rare and associated with a high mortality. 
Any other view appears as wishful thinking. 


Rectal examinations have become such an established 
routine procedure of physica! examinations that they have 
reached the stage of humistic reference among the laity, 
and its omission for a routine physical examination would 
be at once interpreted as derogatory to the examining 
doctor’s standing. 


In spite of these facts, in but twenty-one of the one hun- 
dred fifty-six cases referred to was Doctor Hinman able 
to discover the condition early enough to attempt complete 
radical removal; and in half of these he found the seminal 
vesicals already involved at the time of operation, so the 
number of cases with the possibility of surgical cure was 
immediately reduced to eleven, or a little over 7 per cent 
of those seen. More than 7 per cent of these cases will live 
out their normal life expectancy if relieved of their urinary 
obstruction. Hence, cures can be expected, Doctor Hinman 
thinks, only by more frequent radical surgery. The litera- 
ture abounds in descriptions of radical operations for the 
complete removal of malignant disease; but, with the ex- 
ception of Doctor Hinman’s work, it is almost devoid of 
any reports of results after a period of five years. Yet, 
there are recorded numerous series of cases in which only 
the urinary obstruction was relieved. In 1926 I reported 
one of the earlier of such series, a group of 117 cases, in 
which the obstruction was relieved by cystostomy. These 
patients average twenty-four months of postoperative life ; 
thirty-four were alive at the time of the report, of whom 
six had lived over five years. Since the technical develop- 
ment of transurethral resection, cystotomy is no longer 
necessary, and I think nowhere has transurethral resection 
met with as much favor and success as in relieving these 
old gentlemen of their obstruction without attempting to 
cure their malignancy. Did urinary obstruction not call 
attention to the changes in the prostate, many an aged male 
would go to his reward from cardiac failure, stroke or 
pneumonia without being aware that he had ever harbored 
malignant disease in his body. 

Did the disease occur earlier in life, and were it capable 
of earlier diagnosis, I might agree with Doctor Hinman 
on the advisability of attempting cure by radical surgery. 
But it does not, and, in these old men, I think palliation is 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 51, No. 4 


preferable to attempted cure, while it certainly results in 
more years of life for the greater number. 

The employment of the radical operation by the un- 
scrupulous upon more advanced cases is contributing its 
bit to the general discredit into which our profession lately 
has been falling. m 


Docror Hinman (Closing).—The reader of the fore- 
going discussions should know, if he does not already, that 
the difference between the opinions expressed by Bumpus 
on the one hand, and by Belt and myself on the other, are 
fundamentally irreconcilable. Bumpus does not speak our 
language. He is just as intelligent, just as sincere and every 
bit as honest. His background, his training in urology, 
however, have been entirely different from ours. We do 
perineal surgery. He does not. We also do transurethral 
surgery and can compare personal results. He can compare 
statistically only and, as shown by his getting a 20 per cent 
mortality from my paper, statistics, as so frequently is the 
case, lie. 

In the interest of truth, let the facts speak for them- 
selves. In the first place, cancer of the prostate is a common 
form of malignancy. For the majority, life expectancy 
aiter diagnosis is less than two years. Urinary disturb- 
ances—frequency, difficulty, pain and burning of urination, 
hematuria, pyuria and urinary sepsis contribute a miserable 
end to existence. To most men with cancer of the prostate, 
life is torture and death often is welcome. Most victims 
will grasp any straw of relief held up to them by their 
physicians. Here is exemplified, in its purest form, the 
personal responsibility of doctor to patient. Never greater, 
in the interest of the patient, is the doctor’s need to know 
this truth. Never truer, the confidence of the patient in his 
doctor. Knowing the truth, the doctor deceives or discloses 
as he thinks best. Not knowing the truth, the doctor may 
bungle and then the confidence of a patient is broken too 
late. 

In the second place, although prostatic cancer strikes men 
down after their prime, after their fifth decade, after they 
have retired, perhaps from active strife and possibly are 
not of much use any more, still it seems to most of them 
that life offers many advantages of enjoyment not avail- 
able in their younger years, and they may be more reluctant 
than ever to leave it. The life expectancy of all, at least 
all under ninety-five, is over two years. Because they are 
three score, or three score and ten, or more, occasionally 
three score and twenty,* should they be denied a chance of 
cure simply because they have not a lifetime ahead of them 
or because cure is available to so few of them? Radical 
surgery for all men with cancer is out of the question. 
This means that it is useless for the majority. Since it has 
been proved that early diagnosis and radical surgery are 
curative, is it not logical to make every effort needful for 
a timely diagnosis, even to advising an exploratory biopsy 
when the surgeon is reasonably suspicious but not sure? Is 
this sort of reasoning sound surgery? If followed through 
with diligence, will it not increase the availability of cure? 
I am convinced that it will. This last year, two doctors, 
aware of the facts and suspecting cancer because they felt 
by rectum small indurated areas in the prostate, referred 
these patients for exploration, and cancer was found in 
both. I am confident that prompt radical removal has cured 
these men, both of whom knew beforehand what it was all 
about and were anxious to take the risk. 

In the third place, facts like the foregoing minimize the 
value of statistics, and render mortality rates of secondary 
importance. Look at the beating brain surgeons have taken. 
Or consider in this connection how few cancers of the 
kidney are cured by nephrectomy, or those of the testicles, 
by orchidectomy. In the face of discouragement, are we 
to fold our hands and give up? Too many other reports 
are available for those of you who can read to take my 
statistics seriously. My twenty-one patients are only a drop 
and, even though three died, it does not mean that three of 
the next twenty-one would. Only twenty-one of the 156 
patients had a lesion which was thought before operation 
to be limited and removable, and many times this lesion was 
found not to be so limited. Does not this pitiful showing 


* One grateful patient of mine survived radical surgery 
for cancer at eighty-two, lived in peace and comfort for 


eight years, to die—without cancer—of natural causes at 
ninety. 
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of the lack of early diagnosis and the small number of cures 
reflect more adversely upon the doctor previously in charge 
of the patients than upon the surgeon? Consult the records 
of Young, Geraghty and Colston of Johns Hopkins, Quinby 
and Smith of Harvard, Deming of Yale, and many other 
authorities who are familiar with perineal surgery, for 
support of Belt’s and my attitude toward the treatment 
of cancer of the prostate. They show operative risks of 
4 per cent or less. I know of no publication in support of 
Bumpus’ nihilism, although most urologists, I suspect, 
practice a similar fatalism—palliation only. Unfortunately, 
most urologists know nothing about perineal surgery. 

Finally, what is accomplished by palliation? (1) X-ray 
sometimes relieves pain. (2) Radium is a disappointment. 
(3) Cystotomy is a sign of urologic weakness. (4) Re- 
section removes urinary obstruction, but frequency usually 
continues, attacks of bleeding are likely to follow, and ob- 
struction commonly recurs. (5) Prostatectomy (partial 
radical) for urinary obstruction is indicated only when the 
obstruction is caused by an associated enlargement. It then 
gives more permanent and greater relief than resection. 
Whatever method or combination of methods is used, the 
prolongation of life by palliation has little to commend it 
either to the public or the profession. At present it is in- 
evitable that palliation in some form be used for the ma- 
jority. Radical prostatectomy is indicated only when the 
cancer is so limited that its complete removal seems possi- 
ble. Naturally, the patient must be in fairly good physical 
condition. The fact that we see very few patients of this 
type does not alter the significance of this indication. I am 
convinced, by reason of my surgical training and urologic 
experience, that procrastination by the use of palliation is 
not good practice whenever early cancer is discovered by 
rectal palpation in a patient otherwise sound who could 
reasonably withstand surgery. 


SOME INDICATIONS FOR ROENTGEN-RAY 
TREATMENT 


By U. V. Portmann, M.D. 
Cleveland, Ohio 


PART II* 
CHRONIC INFLAMMATIONS 


MONG the chronic inflammations for which 
roentgenotherapy is indicated are lymphaden- 
itis in any location, and specifically tuberculosis, 
actinomycosis and blastomycosis. For these condi- 
tions larger doses are given, and the treatment is 
extended over a longer period of time than for 
acute inflammations. The lymphocytic infiltration 
in chronic inflammations is not such a prominent 
feature as in the acute forms ; therefore, the mecha- 
nism of action of the radiation probably is some- 
what different. Considerable connective tissue re- 
action is present in chronic inflammation, and 
also usually products of degeneration. Roentgeno- 
therapy will hasten natural reactions and, therefore, 
shorten convalescence. 

On the basis of our experience with the success- 
ful roentgen-ray treatment of superficial lymph- 
adenitis, we tried this treatment for patients we had 
reason to believe had signs and symptoms caused 
by inflammation and enlargement of the hilar lymph 
glands. Most of the patients were children who had 
otherwise unexplainable fever, persistent cough, 
loss of weight, roentgen evidences of enlarged hilar 
glands, but without clinical or laboratory evidences 
of other pathological conditions. Some of them had 
definite histories of contact with tuberculous indi- 





* Part I of this paper appeared in the September issue of 
CALIFORNIA AND WESTERN MEDICINE on page 151. 
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viduals and positive tuberculin reactions; a few 
had not, but had had previous infections of the 
upper respiratory tract. Almost every child treated 
through the mediastinum with small doses of roent- 
gen rays improved promptly, the fever abated, the 
cough disappeared, and gain in weight and strength 
soon began. This treatment is not being advocated 
for pulmonary tuberculosis, but there is no reason 
why the lymph glands in the mediastinal areas 
should not become inflamed and cause trouble just 
as happens in lymph glands in other locations and 
be just as successfully treated. 

It may be said that there are few acute or chronic 
inflammatory processes that cannot be benefited to 
some extent by roentgenotherapy, especially if given 
early. When these conditions are encountered, the 
tendency is to follow the line of least resistance, 
to let nature take its course, or follow time-honored 
procedures. However, in many cases inflammatory 
processes will be aborted, pain relieved, and the 
economic usefulness of the patient restored sooner 
if roentgenotherapy is given promptly. 


HODGKIN’S DISEASE AND LEUKEMIA 


There are some pathologic conditions that have 
not been proved to be inflammatory or malignant, 
such as the so-called lymphoblastomas and leuke- 
mias. Roentgenotherapy is indicated, and is of 
benefit in almost every case of this type at some 
stage in the disease; in fact, it is the only thera- 
peutic procedure that is known to be consistently 
efficacious. 


Hodgkin's disease is a chronic glandular disease 
which may begin as an acute illness. There often 
are remissions and exacerbations during its course, 
but usually it terminates fatally in about three years. 
Radiologists have differences of opinion about the 
procedure of treatment of Hodgkin’s disease ; some 
advocate irradiation of all gland-bearing areas of 
the body, whether affected or not, while others 
direct their attention only to those glands involved. 
The primary treatment may be fairly intensive, yet 
should not be too intensive to preclude the possi- 
bility of subsequent irradiation for exacerbations 
which inevitably must develop. There are more 
and more reports about patients with Hodgkin’s 
disease who have survived five or even more years 
under treatment, indicating that life is actually pro- 
longed. Of course, all patients have some degree 
of amelioration of their symptoms, reduction in the 
enlarged lymph nodes, and extension of their eco- 
nomic usefulness. 

The masses of enlarged lymph glands in cases of 
lymphogenous leukemia disappear with astonishing 
rapidity, and the abnormal numbers and propor- 
tions of white cells in the blood in this disease are 
brought to normal. Although this disease ultimately 
is fatal, most patients are made comfortable and 
their economic usefulness extended. The roentgen- 
ray treatment should be directed to the affected 
lymph nodes and spleen, because these structures 
are primarily affected. 

In the myelogenous type of leukemia it is the 
red bone marrow that suffers damage. The myelo- 
cytic series of cells are produced in varying num- 
bers, proportions and stages of maturity, and appear 
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in the blood until the red bone marrow, from which 
they originate, becomes infiltrated and can no longer 
carry on its erythrocytogenic function; therefore, 
aplastic anemia ensues from which the patient 
succumbs. Because of the fact that myelogenous 
leukemia is a disease that primarily and secondarily 
affects the red marrow, it is advisable to pay no 
more attention than necessary to concomitant sple- 
nomegaly. The spleen should be irradiated only 
when and if it is causing discomfort. It is not the 
cause or origin of the disease, nor does irradiation 
of it reduce the cell count or benefit the patient to 
any greater extent than treatment of any organ of 
equal vascularity as, for example, a lung. There- 
fore especial attention should be given to the red 
marrow of the ribs, sternum, vertebrae, and ilia. 
These bones should be irradiated to preserve their 
erythrocytogenic function as long as possible and 
thus delay the development of aplastic anemia. 

The acute forms of leukemia are not benefited by 
roentgenotherapy ; in fact, the treatment is contra- 
indicated. 

Dr. Russell Haden and I have been studying the 
effect of roentgenotherapy for leukopenic leukemia. 
Patients with cell counts much less than normal 
have been treated. The treatment has been given 
cautiously, supportive measures such as trans- 
fusions have been employed, and we have observed 
no ill effects contrary to opinions and warning in 
the literature. Rather, many patients have im- 
proved and, interestingly enough, a few very low 
white and red cell counts actually have increased. 


ENDOCRINE DISTURBANCES 


One of the newest and most rapidly developing 
fields for roentgen-ray treatment is the correction 
of endocrine disturbances. 

Hyperthyroidism has been treated, and whether 
or not this condition is due to dysfunction of the 
thyroid gland there can be no doubt that irradi- 
ation of this organ brings about definite improve- 
ment in a satisfactory proportion of cases just as 
results from thyroidectomy. There are differences 
of opinion about the indications for irradiation for 
hyperthyroidism ; but I believe that operations per- 
formed by especially skilled surgeons are preferable 
to irradiation because the hyperthyroid state is more 
promptly relieved. However, if superior surgery is 
not available or operations are contra-indicated, 
then roentgenotherapy should be employed. The 
tendency at present is to give the primary irradi- 
ation much more intensely than formerly, thus re- 
lieving the symptoms sooner than results from 
treatment extended over several months. If ade- 
quate irradiation is given and improvement does 
not follow within a reasonable length of time, oper- 
ations should be performed. Roentgenotherapy 
given properly by modern techniques will not make 
subsequent operation more difficult or hazardous. 

Roentgenotherapy offers considerable benefit for 
certain dysfunctions of the pituitary gland in its 
relationship to other endocrine glands. 

Taking into consideration the embryological deri- 
vation, anatomy and histology of the anterior 
lobe of the pituitary, its normal cellular structures 
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should be radioresistant. However, functions may 
be altered without demonstrable changes in his- 
tology. Some of the indications for roentgeno- 
therapy in connection with endocrine disturbances 
will be discussed. 


The clinical manifestations of excessive amounts 
of somatotropic or growth hormone may become 
apparent either before or after puberty. The effects 
of this excess upon growth depend upon the time 
of life when hyperactivity of the anterior lobe of 
the pituitary begins. If it begins before puberty, 
or before the epiphyses have united, then abnormal 
growth, especially of the long bones, may result 
in symmetrical gigantism with which hypogonadism 
frequently is associated. If pituitary hyperactivity 
of this type begins later in life after epiphyseal 
closure, then the deforming type of skeletal de- 
velopment takes place, which we call acromegaly ; 
and with which hypogonadism usually is associ- 
ated, as well as other disturbances attributable to 
pituitary dysfunction, such as goiter with hyper- 
thyroidism, diabetes mellitus, and arterial hyper- 
tension. 

Only recently irradiating the hypophyses of chil- 
dren with the clinical manifestations of beginning 
gigantism has been tried, and although treatment 
offers promise of benefit, we are not prepared to 
draw conclusions. 

The hypophyses in many cases of acromegaly 
have been irradiated, and we have come to con- 
clusions which may explain the reasons for what 
have been interpreted as failures of the treatment 
that we and others have experienced. When acro- 
megaly is in an inactive stage, and when skeletal 
abnormalities have become established, the deformi- 
ties of the bones cannot be corrected. Nevertheless, 
some patients have derived considerable benefit 
from treatment, extra-ocular palsies have dis- 
appeared, headaches abolished, and sexual potency 
restored. We have been more fortunate in the treat- 
ment of acromegaly in its early stages, and believe 
that we have prevented the progress of skeletal 
abnormality, corrected other pituitary dysfunctions, 
and definitely reduced the size of tumors. 

Irradiation of the hypophysis, also, has proved 
to be of value in the treatment of patients who have 
evidence that the anterior lobe of the pituitary is 
secreting excessive amounts of gonadotropic hor- 
mone due to gonadal deficiency. Excessive amounts 
of gonadotropic hormone. may be associated also 
with acromegaly in active stages, Cushing’s syn- 
drome, or certain types of pituitary tumors. Roent- 
genotherapy for these conditions is an attack upon 
pituitary hyperfunction, which is of a compen- 
satory nature such as occurs at the menopause, 
after castration, or gonadal damage from other 
causes. 


It is well established that, in human beings, ex- 
cessive amounts of pituitary gonad-stimulating 
hormones are present in both the blood and urine 
of males and females, following gonadal deficiency 
from many causes. These changes accompany the 
natural menopause and account for positive re- 
actions in assays for prolan. It has been assumed 
that, since excessive amounts of gonadotropic hor- 
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mones are present in the urine under these con- 
ditions, it is the excessive prolan per se that is the 
direct cause of menopausal disturbances. This does 
not seem logical, because large amounts of prolan 
may be present without menopausal disturbances ; 
as, for example, in normal pregnancy, in the pres- 
ence of hydatiform mole, chorionic epitheliomata, 
and certain tumors and hyperactive states of the 
pituitary gland itself. Nevertheless, there is con- 
siderable parallelism between the amount of prolan 
in the urine and the existence of menopausal dis- 
turbances, and they may be reduced effectually by 
administration of estrin, and a measurable dimi- 
nution in the amount of urinary prolan is concomi- 
tant with the relief obtained. 


When there is an excessive amount of prolan in 
the urine in the absence of pregnancy or chorionic 
tissue, it is presumed to originate from a hyper- 
functioning anterior lobe of the pituitary, and 
represents an excess of the gonadotropic hormone. 
On this basis it is evident that menopausal disturb- 
ances are intimately associated with and probably 
result from pituitary hyperactivity. Although the 
mechanism is not clear, the assumption is borne 
out by the marked improvement that results from 
roentgen treatment of the hypophysis for meno- 
pausal disturbances, whether the symptoms occur 
naturally or are induced by surgical removal of the 
gonads, from injury, diseases, or gonadal irradi- 
ation. Roentgenotherapy to the hypophysis is espe- 
cially useful for patients who have been given ade- 
quate estrin without relief, or for those who have 
had repeated recurrences of their disturbances after 
withdrawal of estrin therapy. 

Pituitary hyperfunction also may cause a clinical 
syndrome which Cushing described and called 
“pituitary basophilism.” The signs and symptoms 
of this condition will not be described. In some 
cases, but not all, the condition has been shown to 
be associated with an increase in the number of 
basophilic cells in the anterior lobe of the pituitary. 
It may be that most of the signs and symptoms of 
Cushing’s syndrome are of adrenal origin, because 
it is well known that adrenal hypertrophy with or 
without adrenal cortical adenomata is practically 
a constant finding. That the adrenal may play an 
important role seems particularly plausible because 
identical clinical manifestations accompany carci- 
noma and other lesions of the adrenal cortex, and 
are not associated with increase of the basophilic 
cellular elements of the pituitary. In spite of good 
evidence that pituitary basophilism may exist with- 
out the clinical manifestations of Cushing’s syn- 
drome, it apparently is true that the condition may 
be attributed to pituitary abnormality in some cases, 
since most striking benefits often result from roent- 
gen treatment to the hypophysis. In these cases, 
if the conditions were due to disease primary in 
the adrenal, the irradiation of the hypophysis could 
not be so effective. 


Bio-assays, such as the Aschheim-Zondek or 
Friedman test, may be employed to measure any 
increase in the pituitary gonadotropic hormone, or 
the amount of prolan present in the urine which 
serves as an indication of when the hypophysis 
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should be irradiated in certain conditions in which 
there is hyperactivity of the anterior lobe of the 
pituitary with or without tumor, such as in gonadal 
deficiencies, acromegaly, and Cushing’s syndrome. 
When excessive amounts of prolan exist, repeated 
assays can be used as an index of the degree of 
depression of the physiologic activity of the pitui- 
tary brought about by irradiation. This method 
may be employed not only to measure the effective- 
ness of irradiation given for pituitary tumors, but 
also to give information about the time when ex- 
cessive glandular activity may recur, thus indicating 
the necessity for further treatment. Assays of 
testicular hormone also may be used for men and 
repeated assays for estrin may be used to advan- 
tage for women. 


Roentgenotherapy has been found to be particu- 
larly efficacious for functional menstrual irregulari- 
ties which result from ovarian or anterior pituitary 
lobe dysfunction, and are manifested by amenor- 
rhea or metrorrhagia. 

In amenorrhea the menstrual periods sometimes 
are missed even for months, with a tendency to 
longer and longer intervals between bleeding or 
reduced amount of flow with short periods. Appar- 
ently both the estrogenic and corpus luteal hor- 
mones, which bring about the secretory function 
of the endometrium, are reduced or lacking. It is 
thought that the ovary especially is at fault and 
that this may be due to deficiency in the functions 
of the anterior lobe of the pituitary. Therefore, 
two types of amenorrhea are described—the hypo- 
pituitary and the hypo-ovarian. 


The typical hypopituitary types of individuals 
are obese, have low metabolic rates, and are sterile. 
The typical hypo-ovarian types are within normal 
weight limits, and the basal metabolic rates also are 
normal, but they are sterile and often complain of 
many nervous or vasomotor disturbances similar 
to those of the menopause. However, in milder 
forms than those that are typical, it may be difficult 
to distinguish them. 


The treatment of these conditions should be 
carried out under the supervision of a physician 
familiar with the endocrinological aspects and after 
complete physical and laboratory examinations, in- 
cluding studies of the endometrium and prolan and 
estrogen assays. 


For the hypopituitary types, restriction of diet 
usually is indicated to reduce weight along with 
administration of thyroid to increase the metabolic 
rate. When these measures fail, as they may, then 
small roentgen-ray treatments should be given to 
the hypophysis. 

In the hypo-ovarian type of amenorrhea, the 
correction of diet and metabolic rate are of minor 
consideration, because usually there is no indication 
for interference, but efforts are made to stimu- 
late ovarian activity by various physical methods. 
Roentgenotherapy in small doses to the ovaries is 
indicated, and if vasomotor disturbance continues, 
then the hypophysis may be treated. 

It is not at all unusual to have menstrual bleed- 
ing take place within a few days after irradiation 
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of the hypophysis or ovaries for amenorrhea, al- 
though when and if ovulation accompanies the 
bleeding in all cases is doubtful, yet pregnancy may 
occur promptly in women who have been sterile. 

It has been suggested that the small amount of 
roentgen radiation given in these cases is stimu- 
lating. There is no experimental basis for the 
conclusion. On the other hand, all clinical and lab- 
oratory investigations have shown that irradiation 
is primarily inhibitory, even to the point of com- 
plete destruction of cellular function and life. The 
mechanism of the ovarian or pituitary hormones 
and their interrelationship are not thoroughly 
understood. Since all evidence is against the theory 
that irradiation causes stimulation, it seems most 
likely that treatment suppresses some hyperactivity, 
the predominance of which results in hypoactivity 
of other functions, thus bringing about a return to 
normal balance. 

In the metrorrhagic type of functional menstrual 
disturbances, the intervals between bleeding are 
shortened, or they are profuse and prolonged even 
to the point of continuous bleeding. This condition 
is thought usually to be due to hyposecretion of 
only corpus luteal hormones of the ovary ; however, 
there may be an accompanying reduction in urinary 
excretion of estrogens. Usually metrorrhagia ‘re- 
sponds to correction of metabolic disturbances, 
especially of calcium and the administration of 
pregnancy urine extracts, particularly to young 
women. However, if bleeding persists, it may be 
advisable in young women to give very small doses 
of lightly filtered radium which has a direct effect 
upon the endometrium without damage to the ova- 
ries. In older women it may be necessary to give 
sufficient roentgenotherapy to stop menstruation 
completely. 

An interesting metabolic disorder associated with 
dysfunction of the anterior lobe of the pituitary 
causes water retention and premenstrual edema. 
The mechanism has not been satisfactorily ex- 
plained. Patients with this condition have been 
normal in weight, but begin to gain suddenly and 
rapidly for no explainable reason. The weight gain 
may take place preceding menstruation and be ac- 
companied by severe migraine with evidences of 
edema of the retina and discs, causing visual dis- 
turbances. Proper metabolic measurements will 
show that it cannot possibly be due to accumulation 
of fat. 


The usual treatment is to begin to restrict the diet 
very rigidly and to reduce water intake to a mini- 
num. Often remarkable improvement is brought 
about by intramuscular injections of pregnancy 
urine extracts and emmenin. But in some cases 
these measures are unavailing and irradiation then 
is indicated. For older women approaching the 
menopause, the quickest and easiest method to 
correct the difficulty is to stop menstruation by 
roentgen treatment of the ovaries. Especially grate- 
ful are those women who suffer severely from 
migraine. In young women, irradiation of the 
hypophysis is beneficial; in fact, often the results 
are startling. We have seen patients who did not 
lose weight by diets as low as 500 calories and re- 
duced water intake and who did not respond to 
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other measures, but lost from ten to twenty pounds 
within a week or two following moderate irradiation 
of the pituitary. 

It becomes apparent that the best results that are 
and can be obtained from roentgenotherapy re- 
quire the closest possible cooperation between phy- 
sicians and surgeons in all medical specialties and 
radiologists. The application of roentgenotherapy 
requires imagination and scientific inquisitiveness, 
tempered by knowledge of the physical and bio- 
logical effects of radiation, and of physiology and 
pathology. 


Cleveland Clinic. 


CAN CLINICS HELP PRACTITIONERS OF 
MEDICINE? 


By W. E. Carter, M. D. 
San Francisco 


"THE answer to this question depends on three 
considerations: first, the desire of those who 
operate clinics to help the practicing physician; 
second, their willingness to do the necessary work 
to accomplish this desire—for the wish alone is not 
enough ; and third, the eagerness of the practitioner 
to receive such help. 


THE PROBLEM 


In the past, executives and staffs of clinics have 
had, as their prime and often their only interest, 
the care of the indigent or near-indigent patient. 
The latter’s problems alone have absorbed their 
major interests and the funds of the institution. 
The physician who took care of the patient previ- 
ously and referred him to the clinic has been dis- 
missed, perhaps with a polite “Thank you.” Any 
interest he had in the patient was ignored. In the 
practice of medicine, however, a physician often 
retains his interest in a patient, even though that 
patient receives attention in a clinic. This interest 
may be, and often is, a scientific one. Perhaps the 
disorder is one of particular concern to the phy- 
sician, who may deeply regret the loss of oppor- 
tunity to complete the diagnosis and to watch the 
course. He feels that his chance of following 
through is likely to be ended, once the patient has 
become one of the hundreds of clinic ‘“‘cases.” 
He recognizes that the close and highly desirable 
doctor-patient relationship is jeopardized. Can we 
wonder, therefore, that there is often an ill- 
concealed hostility between the doctors of a com- 
munity and its clinics? 


THE SOLUTION 


What can be done to overcome this attitude? The 
answer is simple enough. Let clinics be helpful to 
doctors instead of indifferent or even antagonistic. 
They can be helpful only by actually seeing the 
doctor’s problems and meeting them fairly. Then, 
if the desire to be of service to him is present, the 
rest will be comparatively easy. 


IS APPLICANT ENTITLED TO CARE? 


The first means of breaking down disaffection is 
by asking the physician whether or not, in his judg- 
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ment, the applicant for entry to the clinic is really 
entitled to its care? If the applicant lives near by, 
the inquiry can be made by telephone, especially if 
the community is comparatively small. The Uni- 
versity of California Hospital, however, employs 
the following letter form: 

Dear Doctor: 


————— has applied to this Out-Patient Department for 
medical attention. 


From the data given us, it appears that this patient is 
not able to pay a fee for medical service, and is, therefore, 
entitled to be admitted to our Out-Patient Department. 
We should be glad to have your opinion and any infor- 
mation you care to give us, and shall regard both as 
confidential. 


Should you desire to be informed of our findings and 
treatment, we shall be glad to send them to you upon 
request. Please refer to Out-Patient Department number 
in correspondence regarding this patient. 

Our Social Service Department gets its best leads 
from the answers to these letters. They are sent to 
the doctor whom the patient or his family may have 
consulted during the preceding ten years. The 
patient may deny having seen a doctor, but a child 
under ten, whose birth occasioned the service of a 
physician, may give a clew and allow a history taker 
to determine the doctor’s name. It is most gratify- 
ing that a practitioner seldom objects to the ad- 
mission of a patient who is really eligible for clinic 
care. 


REPORT IS SENT TO THE PHYSICIAN 


The next step is to offer to the physician a report 
of the results of the clinical investigations made. 
This is frequently of great advantage to him, be- 
cause clinic patients may call their doctors when 
illness overtakes them in their homes. Further- 
more, the scientific interest mentioned above lies 
herein. The medical adviser is glad to know the 
results of the clinical survey that is frequently more 
comprehensive than that which he himself could 
make because of the patient’s financial limitations. 
In addition, he knows that the patient may some 
time become ineligible for further clinic care ; some 
other member of the family may get employment, 
or the patient himself may get a job after he has 
recovered from his illness. He may then return to 
the private practitioner who, with such a résumé, is 
in much better position to carry on. 


THE PATIENT'S FINANCIAL PROBLEM 


So much for the medical side of the picture. 
How about the financial problems of the patient, a 
consideration of which is so important in building 
up a practice, and in gaining the kindly regard of 
the community? Let us answer this by citing a 
hypothetical case: The physician is called to the 
telephone by a garage owner in whose shop he has 
his automobile repaired, and whose family he has 
taken care of for years. He is informed that one 
of the garage employees, a man who has a wife and 
a dependent mother, is sick. He is asked to examine 
the employee. The doctor knows that this man 
earns little and that he cannot pay for medical ad- 
vice; nevertheless, he asks that the employee be 
sent down to his office. Afew hours later he realizes 
that the patient has something more than a casual 
disorder ; he has pain in his right upper quadrant, 
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with attacks of nausea; 
nasal polyps; and he has had blood in the stools, 
which the doctor cannot account for by digital or 


in addition, he has obvious 


anoscopic examination. Being a cautious man, he 
accepts the pointedness of the Hibernianism, “blood 
in the stools always means cancer until you prove 
otherwise.” So what is he to do? He can prescribe 
palliatively and observe the patient ; but that is poor 
medical practice and, consequently, repellent to him. 
To send the man to a roentgenologist, a rhinolo- 
gist, and a proctologist is beyond the patient’s 
means; he might be able to pay five, ten, or, in 
extraordinary instances, fifteen dollars for diag- 
nostic procedures, but more than that is quite be- 
yond him. The local county hospital might admit 
him if a definite diagnosis could be presented. Per- 
haps the treatment might not require hospitaliza- 
tion and ambulatory care would suffice. 

Here is a chance for the well-organized clinic to 
be helpful. Just one instance of cooperation in such 
a case as this may overcome the doctor’s objections 
to clinics and their methods. 


UNIVERSITY HOSPITAL’S APPROACH TO PHYSICIANS 
IN PRIVATE PRACTICE 


About a decade ago the authorities of the 
University of California Medical School and the 
University Hospital recognized the validity of 
the practitioner’s right to all the aids that such an 
institution can give him. They still feel that the 
School’s full duty to the young medical man is not 
discharged when it graduates him; and, further- 
more, they believe that this institution owes a serv- 
ice to all other practitioners in the state, no matter 
whence they come. In the furtherance of this policy 
they issued an invitation to all practitioners in the 
state to this effect : 

Send us your problems among patients whose economic 
status is such that you cannot obtain those aids you re- 
quire for diagnosis and treatment. Your other patients 
you will, of course, continue to send to private consultants 
and laboratories. We recognize that you operate a minia- 
ture clinic in your own office; that you see many patients 
who can never pay you for your services, but whom you 
expect to care for as a matter of interest or policy. It is 
with these that we desire to assist you. We shall make a 
complete investigation. The clinic rate for laboratory or 
x-ray procedures is, as you know, small. At the conclusion 
of our investigation we shall send the patient back to you 
and give you a résumé of our study and suggestions for 
treatment. 

What has been the result of this invitation? The 
first month we had fewer than forty referred pa- 
tients; the number is now, per month, about four 
hundred. If further proof is required, the director 
has in his desk a folder which contains letters of 
appreciation from referring doctors—a folder that 
is already a good volume. 


HOW THE SYSTEM WORKS 


Now let us consider briefly how the system works 
in this particular institution. The applicant arrives 
at the information desk of the Social Service De- 
partment and presents the letter from his medical 
adviser. If he comes from out of town, he has usu- 
ally been informed by his doctor that he must be 
prepared to remain a few days in the neighbor- 
hood of the clinic. The Social Service Department 
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tells him where he can get a room for as little as 
75 cents a day and that there is a cafeteria near by. 
His social history is taken. (Incidentally, on rare 
occasions, this investigation reveals financial re- 
sources concealed from the referring doctor, 
whereupon the physician is notified). The patient 
is then given a numbered clinic card for identifi- 
cation. All the data, including the doctor’s letter 
and reports (the latter are sometimes numerous) 
are enclosed in the usual type of folder—8 by 11 
inches in size—and this is the patient’s file. He 
is then sent to the proper clinic. Most often the 
General Medical Clinic is selected. Let us follow 
the routine of a patient going to this clinic. 


PART TAKEN BY THE FOURTH-YEAR STUDENT 


On his arrival in that department he is taken in 
charge by a fourth-year student, who has had a 
year and a half’s training in examining patients, 
and has been carefully coached in the best manner 
of conduct when dealing with referred patients. 
When I say “taken in charge,” I mean just that. 
The student thenceforth is the key-man. Do pa- 
tients object? They do not. It has been many 
months since I have had a patient complain that 
he had been assigned to a mere medical student 
who would probably want to “experiment” on him. 
On the contrary, following the first surprised look 
as the patient sees the youthful face, he comes to 
like the situation. Within a few minutes the stu- 
dent has become both friend and guide, and I have 
had patients return, accompanied by other appli- 
cants, asking to see certain “doctors” whom I 
recognize to be fourth-year students. 


Students are assigned only one or, at most, two 
patients a day. With the carry-over of patients not 
yet discharged, together with other work incident 
to the fourth year, they are busy from ten in the 
forenoon to five or six in the afternoon. They take 
a complete history, make a physical examination, 
do the ordinary laboratory procedures themselves, 
and prepare the case for presentation to the medi- 
cal consultant to whom they are assigned. (There 
is one consultant to every four or five students. ) 
The student guides the patient through all the spe- 
cial consultations that may be required ; I have seen 
terrified patients actually being led by their hands 
to various specialty clinics. In this manner, long 
before the undergraduate has completed his fourth 
year, he gets the feel of that human réle which all 
good doctors play. 


When the study is concluded, and the consultant 
has outlined treatment (if it appears that the refer- 
ring doctor so wishes it), what then? The stu- 
dent gives the patient instructions as to his care 
until he is seen by his family doctor, and bids him 
good-bye, often with evidences from each of a 
newly awakened friendship. The patient is also 
instructed to call on his family doctor within a 
few days, and is told that a letter will be sent 
promptly to the doctor, giving all the details of the 
patient’s course in the clinic. A very important part 
of the student’s professional training enters at this 
point. He must epitomize the case in a compre- 
hensive report, written out by long hand, to the 
referring doctor. This epitome, in substance, is 
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revised and approved by the student’s consultant, 
and is thereupon taken to the director’s office, 
where it is further edited and transcribed, signed, 
and promptly posted. The student’s name is put 
on the file copy of the letter, and the folder is re- 
turned to him for final review. In this manner the 
case is crystallized in his mind, a deep impression 
is made; he has been taught something of the art 
of getting along smoothly with his confréres, with- 
out which he can never be happy in medicine. 


In recent years, many of our graduates have re- 
ferred their problems to us and sometimes they 
bring their patients in personally ; they tell us how 
valuable their training was in this respect and how 
great an aid the referred service is to them now in 
their practices. This is the answer to the query: 
Can clinics help practitioners of medicine? 

Medical Center. 


THE LURE OF MEDICAL HISTORY?* 


JOHN TOWNSEND—THE PERIPATETIC 
PIONEER 


By Frances TOMLINSON GARDNER 
San Francisco 


PART II* 
CHOSEN BY LOT 


BY lot, three men were chosen to stay at the lake 

and guard the goods of the others through the 
winter. They were Joseph Foster, Allen Mont- 
gomery, and little Moses Schallenberger. All the 
others, successfully surmounting the immediate 
barrier, staggered on until they reached the head of 
the Yuba River. This was all they could do. Ani- 
mals and men alike gave out. At the head of the 
Yuba were left the women and children and old 
man Martin, all in the care of one able-bodied man 
named Miller, who had a family of his own among 
them. They had wagons for protection and the 
oxen for food. They were not too depleted to 
arrange for themselves, and did not fare as badly 
through the winter as might have been expected. 


The eight remaining men, all young, pushed on 
through the snowy forest to Johnson’s Ranch and 
Sacramento. Here Townsend was reunited with 
his wife, who had already arrived with the party 
of the Tahoe, St. Clair Rancho route. Leaving in- 
structions at Sacramento for a relief party to succor 
those remaining on the Yuba, these gay young men 
set off with Captain Sutter to wage war against the 
Mexican governor, Micheltorena. 

The three men left at the lake went hurriedly 
about the business of making a livable winter camp. 
Working at top speed they managed, in two days, 
to construct a cabin, 12 by 14 feet in size and almost 
8 feet high. With the cunning of experience they 
roofed it well with pine brush and rawhide, and 


j A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

*For Part I, see September issue, CALIFORNIA AND 
WESTERN MEDICINE, page 171. 
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built at one end a spacious western fireplace. Into 
this building—the same which two years later 
housed several of the pitiful Donner party— 
Schallenberger moved his silks and satins and his 
other merchandise. The goods of the rest of the 
party were massed in one place and covered. 

It was their intention to live by hunting; but as 
time passed it seemed that there would not be 
enough wild life available to feed three men during 
the winter. The lake froze so thick that they could 
not get through the ice to fish. Game disappeared. 
In a few weeks they made up their minds that, in 
spite of the valuable cargo of goods to be pro- 
tected, to escape starvation they must go. They 
made up small packs for their backs and one cold, 
clear morning they set out to scramble over the pass 
to safety. Poor young Schallenberger was not equal 
to the task. On the summit he was attacked by 
violent cramps, and, realizing that his condition 
held up and might cause the deaths of the others, 
he turned around and crept back down the pass to 
the empty cabin by the big rock. Here, in the face 
of actual starvation, he was forced to stay, and here 
he proved that starvation could be conquered by 
resourcefulness. 

Moses Schallenberger was only a young boy and 
he was neither strong nor well. He was entirely 
alone in a wicked and hostile country. He had no 
apparent means of livelihood nor hope of it, and 
yet his seventeen-year-old ingenuity accomplished 
what, two years later, eighty-four intelligent people 
of the Donner party were unable to achieve—the 
feat of keeping himself decently fed, and even warm 
and comfortable. 


In the heaps and piles of goods of the departed 
emigrants he found some traps left by Captain 
Stevens. These he placed in various places fairly 
near to camp. Each trap caught a fox or a wolf, 
for these animals never stopped their curious in- 
vestigation of the cabin during the long bitter 
winter. Foxes were so plentiful that he did not 
have to resort to wolf meat at all, though he used 
the pelts for warmth. Thus, never in danger of 
starvation, though in constant fear of it, the boy 
kept his vigil beside the lake and waited as patiently 
as possible for the spring to bring him help. 


REUNION 


When spring came Dennis Martin returned to 
the Yuba to relieve the party, which he found not 
only intact but increased by the birth of a little new 
Murphy. He extended his trip to Truckee Lake 
to see whether Schallenberger had survived the 
winter. As he crossed the pass and descended, a 
black moving spot upon the white surface, little 
Schallenberger, pale and thin but well, scrambled 
up the drifted snow to meet him. 

It was still too early to remove the cargo, but 
plans were made to send a party with wagons back 
for it. As the snow disappeared this plan was put 
into execution, but when the empty wagons reached 
the lake it was apparent that they were too late. 
The wily, prowling Indians, who all winter had ob- 
served this wonderful cache, had seized the oppor- 
tunity and made off with every box, every chest, 
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and every bolt of cloth for which Schallenberger 
had all but given his life during the winter. It was 
plain to be seen that neither Doctor Townsend nor 
his brother-in-law would turn merchant when they 
settled in the golden State of California. 


SUTTER CAMPAIGN—MICHELTORENA 


While this drama was going on in the white 
depths of the mountains, Townsend, in character- 
istic fashion, was pursuing the uncertain joys of 
adventure. The Sutter campaign against Michel- 
torena was very opera bouffe, and consisted largely 
of skirmishes and unfought battles. Townsend, as 
assistant surgeon, was seldom embroiled in any- 
thing more stirring than a saber wound or two and 
some fever cases; and when the inevitable con- 
clusion was reached he returned to civilization 
rather prepared to become a solid citizen and to 
leave the adventuring to the younger generation. 
He found himself a home in Monterey, where he 
was soon joined by his wife and Schallenberger, 
and started a practice. 


JAMES CLYMAN: ON DOCTOR TOWNSEND 


This spirit of repose lasted only a few months, 
during which he was called upon by James Clyman, 
who, with poor grammar but piercing perception, 
has left the clearest picture to be had of Doctor 
Townsend’s personality. Said Clyman: “we rode 
to Dr. Townsends | John Townsend] an amercans 
who came from the States by land last season whare 
we put up found the Dr. a good feeling man much 
attached to his own oppinions as likiwise to the 
climate and country of California. his [wife] a 
pleasant lady does not enter into all her husbands 
chimerical speculations. . . 


DOCTOR TOWNSEND AND MONTEREY 


The end of 1845 found Doctor Townsend very 
tired of Monterey and its quiet and sleepy air, and 
he packed up his unprotesting and patient wife and 
moved to the minute settlement of Yerba Buena 
on San Francisco Bay. In the vast and empty sand 
dunes of the tiny village he selected a fifty-vara lot, 
considerably out of town to the south. Here on 
the south side of California Street between Mont- 
gomery and Sansome streets, he built his house. 
This he used for home and office as long as he lived 
in the muddy, ugly duckling that was then Yerba 
Buena. After his departure the building dis- 
appeared, and in its place now stands the Merchants’ 
Exchange. 

(To be continued) 


Climate in Tuberculosis Treatment—There are vari- 
ous conceptions as to what constitutes an ideal climate for 
the treatment of tuberculosis, but several authorities agree 
that certain climates are beneficial only to the extent that 
they permit patients to spend a maximum number of hours 
comfortably out of doors. A regimen of regulated rest and 
exercise, proper food and open-air life, is considered to be 
the fundamental essential in the treatment of tuberculosis, 
and the part played by climate is believed to be subservient 
to the other more important considerations—I. M. Mori- 


yama and L. P. Harrington, Amer. Rev. of Tuber., March, 
1939. 
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CLINICAL NOTES AND CASE 
REPORTS 


PRINCIPLES IN ALLERGY PRACTICE 


By Juttan Coun, M.D. 
Los Angeles 


= allergic problems confronting the general 
practitioner are varied. Some problems are of 
classification, some are of differential diagnosis, 
i. e., specific as to allergic or nonallergic conditions, 
specific as to cause when determined by skin tests. 
Problems also exist of therapy and the causes of 
some therapy failures. 

The coining of the word “allergy” by Von Pir- 
quet drove a wedge into a field entirely new. The 
word means a reactivity altered from the normal. 
In 1906 Wolff-Eisner,: and in 1910 Meltzer,” drew 
the attention of the profession to the similarity be- 
tween anaphylactic shock in animals and asthma 
in man; and they expressed the belief that the two 
phenomena were based upon a similar immunologic 
mechanism. 


This attitude gained acceptance so quickly that 
any unexplained phenomenon was considered ana- 
phylactic; and it has taken years of research to 
separate the allergies in man, which may be ana- 
phylactic in some instances, from the allergies in 
animals, which are anaphylactic in all instances. 

There is one aspect of this problem that should 
be clear in the minds of all medical men. There 
are two forms of allergy in man,* and the physician 
should be able to recognize the forms which they 
assume. 

VARIETIES 


We speak first of the “normal” allergies. They 
are, first, the contact dermatoses, dermatitis vene- 
nata, due to poison, etc.; second, serum-sickness ; 
and third, hypersensitiveness to infections. These 
are called “normal,” because they are readily in- 
ducible in the majority of people, sufficient contact 
and a suitable incubation period being all that is 
required. For instance, 60 per cent of all people 
will show poison oak dermatitis under the proper 
conditions, while with serum-sickness a small per 
cent will react to a second or even a first prophy- 
lactic dose of serum; but when 100 or 200 cubic 
centimeters are given intravenously, 90 per cent will 
manifest the disease within five to ten days after 
injection. 

These figures are in marked contrast to the 
“abnormal” allergies, the second form of allergy in 
man, which we recognize clinically as the asthma- 
hay fever-urticaria complex. With these, 7 to 10 
per cent of the population are affected. While the 
other forms just described are readily inducible, 
the symptoms of the asthma-hay fever group can- 
not be induced in any, but has as its basis a pre- 
disposition through inheritance. 


1 Wolff-Eisner, A.: Das Heufieber, Muenchen, 1906. 


2 Meltzer, S. J.: Tr. A. Am. Phys., 25:16, 1910, and J. A. 
M. A., 55:102, 1910. 


3 Cooke, R. A.: J.A.M.A., Vol. 9, No. 102, p. 664 (March 8), 
1934. 
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The “abnormal’’ allergies are divided into two 
classes : The atopic or skin-sensitive group and the 
nonsensitive-skin group. Though it is confusing 
to the general practitioner to refer in this way to 
them, the allergist does. The atopic group are those 
individuals who give skin reactions, for these pa- 
tients have in their blood a peculiar type of antibody 
that is different from all other known antibodies, 
both in behavior and in properties. Those who give 
no reactions to any antigen are referred to as the 
nonsensitive skin group, and are seen most fre- 
quently in those whose asthma begins after they 
have passed the fortieth year. 


Considering the allergies generally from the 
viewpoint of etiology, we must bear in mind that 
almost anything may cause any one of the symptom- 
complexes, though without skin reactions the treat- 
ment in the hands of many has been a futile one. 
It happens that allergists themselves sometimes fail. 
At times the diagnosis of the specific factors can 
be made without skin tests, if the history is search- 
ing enough. 

To set down a description of the allergies in a 
short epitome besets the allergist at every turn with 
its futility, because any one phase of it deserves all 
the importance that can be given to it. But there 
are some points about diagnosis that deserve empha- 
sis. Those who seek to treat these cases should avail 
themselves of all the information they can obtain 
concerning the methods of diagnosis. Unless this 
is done, failures will be many, and those patients 
treated unsuccessfully will give up in disgust rather 
than seek advice from those in the profession who 
have fortified themselves with all the information 
that they can gather. 


DIAGNOSIS 


Specific diagnosis is reached through several 
methods of approach, and there are two methods 
in common use. The scratch tests are used most 
commonly by the general practitioner. This method 
is safer to use and less expensive to him; it is 
more sloppy, inconvenient, and less sensitive. The 
number of positive diagnoses will vary between 20 
and 35 per cent. The second method, the intra- 
cutaneous, to be done properly requires refriger- 
ation facilities, 75 to 100 syringes and needles, and 
trays for vials. It is considerably more expensive, 
but much more sensitive. Because of the increased 
sensitiveness of the method, its use involves great 
potential danger. Severe constitutional reactions 
may result, even death, unless one knows what he 
is doing. Being more sensitive, the number of diag- 
noses is about 70 per cent. 

These improvements in diagnosis—that is, the 
intracutaneous over the scratch—is in keeping with 
refinements in every branch of medicine, and make 
the difference between success or failure in border- 
line cases. 


There is no branch of allergy that can be said 
to be easy of treatment. The exceptional case of 
asthma or hay fever, where lasting results obtain 
from some form of unusual therapy, should not 
give one the feeling of optimism. These cases may 
surprise one suddenly by a recrudescence that will 
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resist treatment. Reports of startling results by 
other than specific treatment should be viewed with 
skepticism, for it often happens that these enthusi- 
astic writers never report their later failures. 

Lasting results should be promised no one. It 
can be seen readily why this is so when allergy is 
regarded on a hereditary basis, and when the 
peculiar antibodies are encountered these patients 
never lose them without treatment. As Vander 
Veer * has said, “as a diabetic is potentially a dia- 
betic all his life, even though his urine may be sugar- 
free, so allergic individuals are potentially sufferers 
during their life even though they may be symptom- 
free.” 

Any one of the antigens may cause any one or 
more of the symptom-complexes. Pollens cause 
seasonal hay fever, but 60 per cent® of the un- 
treated cases will develop asthma, dependent first 
on pollens and aggravated later by other allergens. 
Pollens also cause urticaria, and the oil of pollen 
causes seasonal eczema; and pollen at that time of 
the year may aggravate a food or inhalant sensi- 
tiveness. In this manner the hay fever will be 
worse, and no amount of pollen therapy affords 
relief until the food or inhalant is eliminated during 
that period. Sometimes elimination of the food or 
inhalant is all that is required for complete relief.® 
One must be careful of dosage, for each case is a 
law unto itself. Systemic reactions must be avoided 
or the cure will be worse than the disease. 


Foods cause any variety of symptom-complexes. 
Besides those mentioned they cause mucous colitis, 
essential hematuria, enuresis, migraine, Henoch’s 
purpura, gastro-intestinal disturbances, angioneu- 
rotic edema, perhaps intermittent hydroarthrosis, 
vasomotor rhinitis or perennial hay fever, errone- 
ously called hyperesthetic rhinitis. 


The part that drugs play in causing symptoms 
is too well known. A word of caution, therefore, 
in reference to acetyl-salicylic acid should be men- 
tioned. A few deaths have been reported from its 
use. 

619 South Bonnie Brae. 


TRICHINELLIASIS AND CARNIVOROUS 
MAMMALS (BEARS) * 


REPORT OF SEVEN CASES FROM BEAR MEAT 


By J. C. Getcer, M.D. 
AND 
M. Hosmatrr, M.D. 
San Francisco 


T is well known that in North America trichi- 
nelliasis in the human arises mainly as a result 
of the consumption of improperly prepared pork 
or pork food products infected with living trichi- 


ne Lv Bint Am. J. Med. Sc., Vol. 164, No. 1, p. 97, 
(July), 1922. 


<n R. M.: Allergic ee Third edition. Phila- 
delphia: F. A. Davis & Co. -, 1930. 

6 Eyerman, Charles H.: ca St. Med. Assn., pp. 191-194 
(May), 1931. 


* From the Department of Public Health, San Francisco, 
and Hooper Foundation of Medical Research of Univ ersity 
of California, San Francisco. 
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nellae. However, there are several other mammals, 
both domestic and wild, which are definitely sus- 
ceptible to the infection. This group includes the 
following: rats, hogs which have grown wild, the 
original wild hog, domestic dogs and cats, foxes, 
coyotes, badgers, wild species of cats, and certain 
species of ferrets and bears. 


Because of the inquisitive nature of some people 
in wishing to enjoy the experiment of trying new 
foods, it is not an infrequent occurrence to find 
some of the meat foods from domestic and wild 
animal life listed above as a part of the diet on 
certain occasions. Many people consider bear steaks 
a particular delicacy. Both bears kept in activity 
and those in their native habitat show a definite 
heavy infection with trichinelliasis. This was con- 
firmed recently in San Francisco after examination 
of the carcasses of two bears, one aged twenty-one 
years, and the other eighteen months. The lab- 
oratory reports on these two bears from a local 
park, as well as the report on specimens of bear 
meat brought in from mountain areas, have shown 
a definite involvement with trichinellae. 


The consumption of improperly prepared bear 
meat has resulted in a number of cases of trichi- 
nelliasis in man. In Europe, epidemics have fre- 
quently been observed resulting from the consump- 
tion of bear ham. In this country the main source 
has been the eating of improperly cooked bear meat 
or the consumption of dried or jerked bear meat. 


A brief résumé of several recent cases of trichi- 
nelliasis arising from consumption of bear meat 
follows: 


REPORT OF CASES 


Outbreak No. 1. April, 1930: Four cases and two deaths 
were reported from Trinity County, California. All became 
ill following consumption of jerked bear meat. The par- 
ticular specimen was a black bear four years old, and was 
reported to have raided hog ranches in the area. An ex- 
amination, made in the Hooper Foundation for Medical 
Research, of meat from this bear was positive for trichi- 
nellae. 

f ¥ 7 


Outbreak No. 2. October, 1931: In this second outbreak 
there were eighteen cases, with one death, reported from 
Vallejo, California, and vicinity. Again, the causative meat 
was bear meat from a bear killed in Trinity County, Cali- 
fornia. Some of the meat was consumed fresh, and some 
of it jerked. Portions of this meat were sent to Dr. K. F. 
Meyer of the Hooper Foundation and were reported posi- 
tive for trichinellae. This outbreak was later reported by 
Dr. Albert Walker.1 


t Yt # 


Outbreak No. 3. October 17, 1931: In this outbreak a 
family of five, resident in San Francisco, consumed jerked 
bear meat, resulting in trichinelliasis in all five members. 
The San Francisco Department of Public Health labora- 
tory reported positive findings for trichinellae on samples 
of the jerked bear meat. 

7 ? 7 


Outbreak No. 4. November, 1935: In this episode, six 
people ate bear steaks from meat previously dried. The 
two individuals who consumed their steak cooked rare, 
came down with trichinelliasis; whereas those who ate 
steaks thoroughly cooked did not show any symptoms. This 
outbreak occurred in the family of a physician in San 
Francisco. 


1J. A.M. A., 98:2051-2053, (June 11), 1932. 
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COMMENT 


The cases cited above accurately demonstrate the 
need for applying the same rules, regarding the 
prevention of trichinelliasis in pork and pork food 
products, to the consumption of bear meat and bear 
meat products. Particularly, it should be stressed 
that dried or jerked bear meat, unless thoroughly 
cooked, may be a very potent source of trichi- 
nelliasis. 

In an attempt to break up the chain of infection 
resulting in trichinelliasis in man, it is important 
to point out that zodlogical gardens must be prop- 
erly regulated regarding the disposal of the car- 
casses of the carnivorous animals living in the zoo. 
It is definitely a matter of record that these car- 
casses have at times been fed to hogs. As a further 
control, taxidermists should be warned in regard 
to the proper disposal of skin muscles on the hides 
from carnivorous animals coming from the zoos. 

A very common possible source of trichinella- 
infected meat is also to be found among dogs and 
cats. 

It is estimated that from 10 to 30 per cent of 
these mammals are infected ‘with trichinellae. In 
San Francisco the proper disposal of the carcasses 
of these animals is available through official sources 
approved by the Department of Public Health. 
Each year, in San Francisco, the disposal of over 
ten thousand such carcasses is satisfactorily ac- 
complished. Owners of dogs and cats should like- 
wise be informed of the need of refraining from 
feeding raw pork or pork food products or the raw 
meat from wild animals to dogs and cats. 

The eradication of rats in cities is an important 
step in the program for the control of trichinelli- 
asis, which is well recognized. The proper disposal, 
however, of the carcasses of rodents trapped and 
poisoned is sometimes neglected. Disposal by in- 
cineration is the proper and most acceptable method. 


SUMMARY 


Trichinelliasis in man is a disease chiefly, but 
not exclusively, connected with consumption of 
trichinella-infected pork. Severe outbreaks have 
been observed following consumption of bear meat. 
It is essential to treat bear meat according to the 
rules applied in the consumption of pork. 

If we consider trichinelliasis as a sanitary prob- 
lem, the assistance of the Public Health Officer 
of the city is limited to measures for proper dis- 
posal of garbage, of carcasses of flesh- and carcass- 
feeding animals (including disposal of dogs and 
cats), regulations for zodlogical gardens, taxider- 


mists, and proper destruction and disposal of 
rodents. 


The above basic measures may help greatly to 
reduce trichinelliasis in pork and its food products, 
but only when derived from hogs raised on food 
sources of known origin. Trichinelliasis may be- 
come completely eradicated only if these measures 
are applied throughout each state of the United 
States. 
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CONCLUSIONS 


The following suggestions are presented to sup- 
plement existing measures for the control of trichi- 
nelliasis : 

1. No fresh carcass of any flesh- or carcass- 
feeding mammals (including cats and dogs), or 
portions thereof, should be fed to any mammal of 
the zodlogical garden. Special attention should be 
given garbage containing scraps of raw pork. 

2. Carcasses of diseased flesh- or carcass-feeding 
mammals should be carefully protected from access 
of rodents prior to incineration. 


3. All carcasses and portions or carcasses of 
flesh- or carcass-feeding mammals so far acquired 
by taxidermists should likewise be carefully col- 
lected, protected from rodents, and incinerated. 


4. No restaurant or public eating place should 
offer to the customer, without proper designation, 
food containing meat of any flesh- or carcass- 
eating mammal. Meat of this origin should be 
treated according to the rules applied for safe treat- 
ment of pork. 


5. Bear hunters should be warned to prepare 
bear meat for human consumption in every respect 
as carefully as is done with pork. Also, it is well 
to remember that hunting dogs are as susceptible 
to trichinella infections as man. 


6. Feeding of fresh carcasses of flesh- or carcass- 
feeding mammals (including dogs and cats), or 
parts of them, to hogs may cause trichinelliasis. 


7. If dogs and cats should be fed raw meat, the 
source should be from plant-feeding animals only. 
If dogs or cats are to be destroyed, it is highly 
recommended that this be done under supervision 
of the Department of Public Health. 


8. Carcasses of rats should be incinerated. To 
throw them in garbage cans may result in propa- 
gation of trichinellae. 


9. Rat-proof construction of buildings and sani- 
tary management of establishments to exterminate 
rats are everywhere of great importance and fully 


indispensable as a health department procedure. 


101 Grove Street. 
Hooper Foundation for Medical Research. 


Fig. 1.—Stenosis of the mouth due to octt-cagtiantion of 
“cancer —. (Note—This illustration is referred to in 
the Bedside Medicine Symposium in this issue (discussion 


of Samuel Ayres, Jr., M. D., on page 251.) 





BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
or discussions invited. 





OVERTREATMENT IN DERMATOLOGY 


HrraM E. Miter, M. D. (384 Post Street, San 
Francisco ).—If a little is good, more is better, is 
an adage often followed in dermatologic thera- 
peutics. If a 5 per cent ointment will cure an erup- 
tion, a 10 per cent preparation is used to make 
doubly certain of the result. The correct dosage 
of a drug to be taken internally is strictly adhered 
to, but there is a general feeling that dosage is not 
of importance if the preparation is to be applied to 
the skin. 


Many skin eruptions are due to external irritants 
or internal toxins. A dermatitis develops because 
the skin cannot tolerate the onslaught from without 
or from within. If strong applications are applied 
to the already damaged skin, the dermatitis will 
become more severe and extensive. 


Cutaneous infections, whether they are bacterial 
or mycotic, will often clear under the use of mild 
remedies. If the same preparations are given in a 
more concentrated form they may irritate the skin, 
thus lowering its resistance and permitting the 
spread of the infection. 


The skin of patients with auburn or blonde hair 
is always very sensitive. A certain strength of a 
drug may cure a condition in a brunette, but when 
the same product is prescribed for a blonde it will 
cause irritation. A remedy may be well tolerated 
on one part of the body, but when it is applied else- 
where it may be irritating. A 10 per cent ammoniate 
of mercury may be beneficial on the scalp, but when 
administered to the side of the neck it will cause 
trouble. 


The strength of many of our official ointments 
should be changed. The standard 10 per cent am- 
moniate of mercury and the 10 and 15 per cent 
sulphur ointments are irritating in most instances 
and should never be used. Three or four per cent 
will accomplish the desired result without irritation. 
Many proprietary or patent remedies are also too 
strong. If such remedies were soothing, they would 
at least have the attribute of not causing trouble. 
Whitfield’s ointment, with 6 per cent salicylic acid 
and 12 per cent benzoic acid, as put out by drug 
companies, is irritating to many patients. The same 
preparation of one-half or one-third this strength 
would accomplish the desired result without irri- 
tation. 

Overtreatment of skin eruptions is frequently 
observed. A comparatively large number of pa- 
tients in routine dermatologic practice are forced 
to seek treatment because of irritation from reme- 
dies applied and not due to their primary complaint. 
If calamin lotion or boric acid compresses were 
applied when there was some doubt about diagnosis 
or treatment, the eruption would, in many instances, 
clear spontaneously. 





SAMUEL Ayres, JR., M.D. (2007 Wilshire Boule- 
vard, Los Angeles).—The problem of overtreat- 
ment in dermatology is somewhat complex and can 
best be discussed under four headings: 


1. Excessive or improper application of an ap- 
propriate remedy. 

2. Improper medication due to an error in 
diagnosis, or to ignorance of the problem involved. 

3. Idiosyncrasy or hypersensitivity of the pa- 
tient to an appropriate remedy. 

4. Self-medication without a diagnosis. 


Excessive or Improper Application of an Appropri- 
ate Remedy. 


The first step in the treatment of any disease, 
whether involving the skin or any other portion of 
the body, is obviously a correct diagnosis. Granted 
that a correct diagnosis has been made and an ap- 
propriate remedy has been prescribed, several fac- 
tors may prevent a successful outcome and lead to 
the distressing clinical picture of “overtreatment.” 

It is important that the patient be given explicit 
instructions for the carrying out of the treatment, 
and it is equally important that he codperate in the 
program. In the one case responsibility for over- 
treatment will rest upon the physician ; in the other 
it will rest upon the patient. 

For instance, a diagnosis of scabies has been 
made upon clinical grounds and confirmed micro- 
scopically by finding acarus scabiei in the shavings 
from a burrow or vesicle on the hand. An appropri- 
ate compound sulphur ointment is then prescribed, 
but the patient is not given explicit directions for 
its use. A doctor may tell him to apply it to the 
“affected parts,” or to use it every night until the 
condition is relieved, or may fail to impress upon 
the patient the importance of returning for obser- 
vation within a week. Or the patient may mis- 
interpret the directions or may decide on his own 
account that, as long as he continues to itch, he 
should continue to apply his ointment, failing to 
realize that effective antiparasitic sulphur appli- 
cations may of themselves cause itching. I have 
encountered patients who have thus gotten into 
vicious circles, beginning with scabies, then de- 
veloping an itching and a mild dermatitis from the 
use of a perfectly proper ointment ; then, believing 
themselves to be still infected, using more and 
stronger applications, with an ever increasing itch- 
ing and dermatitis long after all parasites have been 
eliminated. In one extreme instance of this sort, 
a woman consulted me who had gotten into such a 
vicious circle, and for a period of several years 
had spent the greater part of her entire time fight- 
ing parasites which had long ceased to exist—boil- 
ing, fumigating and otherwise sterilizing, every 
week, her clothing, bedding, and even mattresses. 
Her skin presented a diffuse erythematous, excori- 
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ated and eczematized appearance. When finally 
convinced of the nature of her trouble, the derma- 
titis was cleared up within several weeks under 
nothing but applications of cocoa butter and a bland 
shake lotion. 

Another example of “overtreatment” due to the 
improper application of an appropriate remedy is 
in the use of crude coal-tar ointments. Crude coal 
tar has the property of sensitizing the skin to sun- 
light, and patients should be cautioned against ex- 
posing their skins to the sun immediately after the 
use or even after the complete removal of coal-tar 
ointment, especially in eczematous eruptions. This 
photosensitizing property of crude coal tar is some- 
times made use of in the treatment of psoriasis, 
but it is distinctly contra-indicated in eczema and 
may lead to unpleasant inflammatory reactions. 

The most serious consequences of the excessive 
or improper use of an appropriate remedy are seen 
in the unfortunate case of x-ray sequelae. Frac- 
tional doses of x-ray, repeated over too long a time, 
or one or more large doses of x-ray improperly 
administered, may result in chronic x-ray derma- 
titis with atrophic changes, and ultimately in ma- 
lignant degeneration which may end fatally. There 
is no excuse whatever for such results, inasmuch 
as modern x-ray equipment is highly standardized, 
and qualified dermatologists are familiar with the 
proper technique for cutaneous therapy, which is 
of great value in many dermatological problems. 


Jinproper Medication Due to an Error in Diagnosis, 
or to Ignorance of the Problems Involved. 

As mentioned before, there is no substitute for 
a diagnosis. Possibly because skin eruptions are so 
apparent and look so easy in contrast with other 
more obscure and hidden clinical manifestations, 
the general practitioner is often tempted to try 
something for a few visits even without establish- 
ing a diagnosis. The unfortunate consequences of 
this practice are seen every day by the dermatolo- 
gist in cases of severe eczematous dermatitis, often 
complicated by secondary infection. At the present 
time “fungous infection” is a popular diagnosis, and 
any eruption on the hands or feet is more often 
than not put down as a case of ringworm or fungous 
infection, and treated accordingly. A diagnosis of 
fungous infection is not always an easy one to make 
on clinical grounds alone. I, personally, have never 
been willing to make a diagnosis of fungous infec- 
tion unless I have demonstrated the organism 
microscopically, and I might add that it requires 
some little experience before one is qualified to 
interpret such laboratory findings. Since contact 
dermatitis, eczema, toxic eruptions, psoriasis, and a 
number of other dermatoses may affect the hands 
or feet, and since the remedies usually prescribed 
for fungous infections are by nature more or less 
irritating, it is not surprising that the picture of 
overtreatment or, more properly, “improper treat- 
ment,” is frequently encountered, especially in cases 
of hand and foot eruptions. 

Another frequent example of this type of over- 
treatment is pruritus hiemalis, or “winter itch”—a 
mild, chapped-looking dermatitis usually involving 
the legs and usually seen in elderly people. The 
eruption is due to a drying of the skin from a combi- 
nation of old age with diminished oil secretion, 
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cool, dry weather and frequent baths, often with 
strong soap. This eruption often tends to form 
ring-like patterns, and is, therefore, frequently mis- 
diagnosed as ringworm. Strong fungicidal reme- 
dies, which are too often prescribed, cause a marked 
exacerbation of symptoms and may result in a 
severe eczematous eruption requiring weeks to 
control. 


Ignorance of some of the technical problems in- 
volved may lead to severe dermatitis, as in the use 
of ultra-violet light for the treatment of such con- 
ditions as lupus erythematosus, erythema multi- 
forme, etc., which are by nature photosensitive, or 
in using chrysarobin or other irritating applications 
in the cases of acute psoriasis where a generalized 
exfoliative dermatitis may be induced. 


Numerous other examples could be cited of over- 
treatment under this heading. 


Idiosyncrasy or Hypersensitivity of the Patient to 
an Appropriate Remedy. 


A common cause of failure in the treatment of 
skin disorders is an intolerance to the medication 
which under ordinary circumstances would have 
been a proper application. Mercury, anesthetic oint- 
ments, butescin picrate, hexylresorcinol, and cer- 
tain tar preparations are among the more common 
offenders. Before any preparations containing these 
substances are prescribed, patch tests should be per- 
formed to determine whether the patient is sensi- 
tive to the proposed remedy. The dermatologist 
not infrequently encounters severe cases of pruri- 
tus ani, with an extensive inflammatory reaction, 
consisting of swelling, oozing and vesiculation in 
which, on analysis, it is found that nine-tenths of 
the discomfort is due to some anesthetic ointment 
which the patient has been using, and one-tenth to 
the underlying pathology. 


Self-Medication without a Diagnosis. 


Attempts on the part of patients to treat minor 
traumatic lesions or trivial skin eruptions without 
benefit of diagnosis or doctor, often lead to serious 
complications. The layman’s idea of applying some- 
thing strong enough to “kill the germs” prompts 
him to apply irritating chemicals containing chlorin 
or phenol derivatives, or iodin or some proprietary 
remedy which he has seen advertised, or which was 
recommended by a friend or by a druggist. Some 
of these proprietary remedies irritate with such 
surprising regularity that one wonders how they 
can continue to find a market. The theory that if 
some is good, more is better usually produces the 
picture of eczematous dermatitis characteristic of 
overtreatment. This may also be produced by cer- 
tain combinations of substances, such as application 
of iodin followed by ammoniated mercury oint- 
ment; leading, perhaps, to the formation of mer- 
curic iodid, which is a powerful irritant. 

One of the most remarkable cases of overtreat- 
ment due to self-medication without a diagnosis 
which I have ever seen was the case of the wife of 
a druggist. She developed a sore on her lip and 
decided that it was a cancer. She then applied a 
“cancer paste” of secret composition, which re- 
sulted in a large slough and apparently healed with 
some keloid formation. Interpreting the keloid as a 
recurrence of the cancer, the patient applied more 
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of the paste, with more sloughing, more keloid for- 
mation, and so on in a vicious circle; and when I 
saw her the mouth was almost completely stenosed 
by keloidal tissue, the opening being barely larger 
than enough to admit a lead pencil. No sign of 
cancer was visible anywhere and, judging from the 
history, there probably never had been a cancer.* 


* * * 


Harry E. Atperson, M.D. (490 Post Street, 
San Francisco ).—‘“If the medical profession gener- 
ally and the sick public (dermatologically speaking ) 
would realize that overzealous treatment prolongs 
disease, dermatologists would not have so much to 
do.” These were my introductory remarks to an 
article on this subject, contributed to CALIFORNIA 
AND WESTERN MeEpIcINE for October, 1929. This 
is even more true today, with the great increase in 
industrial work, and the growth of various health- 
service organizations. Certainly insurance compa- 
nies and other corporations might save themselves 
much expense and trouble if they would refer their 
dermatologic cases in the beginning to a competent 
specialist. 

A long chapter could be written about overtreat- 
ment and unnecessary treatment with the x-ray. 
Chronic recurring itching dermatoses, like pruritus 
ani, lichen simplex chronicus, and even epidermo- 
phytosis and acne, only too often receive excessive 
radiation therapy when other safer measures would 
be effective. These patients frequently travel around 
from office to office, and they do not always see 
dermatologists. Sooner or later they receive roent- 
gen treatment, and the temporary relief obtained 
encourages them to seek the same wherever they 
may be, not realizing that these effects are cumula- 
tive and eventually may result in atrophy, telangi- 
ectasiz, keratoses, and other more serious compli- 
cations. These wandering patients frequently get 
into trouble because they do not tell their new con- 
sultant that they have had x-ray therapy. No com- 
petent dermatologist would undertake to give this 
kind of treatment without first finding out all about 
the previous therapy, dosage and dates of the same, 
and reliability of the previous operators. I regret 
to state, however, that there are some who will take 
a chance, and that there are x-ray laboratories 
where treatment is given indiscriminately to all 
dermatologic patients who may call. Every derma- 
tologist sees too many patients presenting the sad, 
late effects of injudicious therapy of this sort— 
atrophy with fine wrinkling of the skin, telangi- 
ectasiz and keratoses, some of the latter becoming 
malignant. A moderate amount of roentgen therapy, 
of course, is useful. 

There is a widespread tendency to use too strong 
preparations. Both the physician and the layman 
only too often assume, with disastrous results, that 
a 10 per cent preparation is ten times better than 
a 1 per cent one. In the treatment of impetigo, 
for instance, this idea is carried out when a 3 per 
cent preparation would do very well. The stronger 
salve is irritating to the skin and defeats its purpose 
by lowering the local resistance. This is particu- 
larly true in the case of children and others with 
thin or otherwise vulnerable skins. 





* For illustration of case here referred to, see in Case 
Reports department, on page 250, in this issue. 
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Epidermophytosis, or “‘athlete’s foot,’ a very 
prevalent condition, often becomes aggravated or 
complicated by overtreatment, and. by overlooking 
the fact that constitutional conditions, in addition to 
the local lesions, have to be cared for. This is too 
long a story to be discussed here, but suffice it to 
state that the development of an acute inflammatory 
process calls for the discontinuance of the treatment 
then being carried out. Absolute rest, the use of 
Burrow’s solution compresses (1 to 16 or 32), and 
a soaking twice daily in weak potassium permanga- 
nate solutions for a few days, will bring the con- 
dition back to the starting point. Then more active 
therapy can be tried cautiously. There is no trouble 
that taxes one’s skill and resourcefulness more than 
this disease. So it is no wonder that laymen and 
others so often get into difficulties. One’s weapons 
have to be changed to meet changing conditions, and 
epidermophytosis has several phases that call for 
entirely different therapeutic agents. Keratolytics, 
like salicylic acid, are needed to remove epidermis ; 
and when that purpose is served, continuing the use 
of the drug will make the condition worse. Salicylic 
acid should never be used on a raw, denuded 
surface. As many proprietary “remedies” contain 
salicylic acid, and they are often used throughout 
the course of the disease, it is easy to see why one 
is often disappointed in his therapy. Fungicides, 
in varying strengths and combinations are indicated 
at all times, but there is no set formula that will 
continue being useful and not harmful in any case. 
Keratoplastic agents, like tar and sulphur, are quite 
valuable at the right time, but used at the wrong 
time and in too great strength will do great damage. 
There is no single combination of drugs that will 
carry one through to the successful termination of 
a case. 

Scabies is another common condition that is often 
overtreated. So many victims make wrong diag- 
noses, and by the time they finally reach a phy- 
sician they are suffering from severe dermatitis 
venenata due mainly to the misuse of sulphur. Pa- 
tients who really have scabies and treat themselves 
are almost certain to develop sulphur dermatitis or 
other complications. 


Sun bathing is of benefit to many people; but 
nowadays it is often overdone and the end-results 
are sometimes most undesirable. Naturally blondes, 
not having the protection of pigment and a thick 
epidermis, more often show the deleterious effects 
of too much sun exposure. Individuals suffering 
from vitamin deficiency (pellagrins), or those tak- 
ing certain drugs (sulfanilamide, gold, various dyes, 
etc.), being solar sensitive, do not respond well to 
sun bathing. Most sun bathers, if they are not care- 
ful, sooner or later will develop dry, “weather- 
beaten” skins, and eventually keratoses will appear. 
Furthermore, the hair will become dry, bleached 
and brittle, and will tend to stop growing. For 
most brunettes fifteen minutes’ daily exposure of 
each surface will suffice and probably will not be 
harmful. 


I do not know what my colleagues who are 
writing on this subject may say. 
However, if there is repetition it will do no harm, 


because warnings against overtreatment cannot be 
overemphasized. 
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COMMITTEE ON PUBLIC RELATIONS 


A Digest of the Minutes of the Meeting 
Held on August 27, 1939 


The meeting was held in the office of the Association, 
Room 2004, Four Fifty Sutter Building, San Francisco, 
on Sunday August 27, 1939. 


1. Call to Order. 


Meeting was called to order at 9:00 a. m. by Chairman 
George G. Reinle, with the following members present: 
President Charles A. Dukes, and the following chairmen 
of committees: Roy E. Thomas, Committee on Health and 
Public Instruction; J. Norman O’Neill, Committee on 
Hospitals, Dispensaries, and Clinics; Donald Cass, Com- 
mittee on Industrial Practice; George D. Maner, Com- 
mittee on Membership and Organization; Dwight L. Wil- 
bur, Committee on Postgraduate Activities; George G. 
Reinle, Committee on Medical Defense; and George H. 
Kress, Association Secretary. 


By invitation: General Counsel Hartley F. Peart. 
2. Minutes of Last Meeting. 


The minutes of the meeting of the Committee on Public 
Relations held on July 22, 1939, on motion duly made and 
seconded, were approved. 


3. Draft of a Basic Science Law. 


Consideration was then had of the proposed basic science 
act of California. The report thereon was made by Dr. 
Dwight Wilbur, who presented the draft that had been pre- 


t+ For complete roster of officers, see advertising pages 
2, 4, and 6, 


* The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. George G. Reinle of Oakland is the 
chairman, and Dr. George H. Kress is the secretary. Com- 
ponent county societies and California Medical Association 
members are invited to present their problems to the com- 
mittee. All communications should be sent to the director 
of the department, Dr. George H. Kress, Room 2004, Four 
Fifty Sutter, San Francisco. 
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pared by Legal Counsel Hartley F. Peart, in which had 
been incorporated the provisions previously discussed by 
the Committee on Public Relations. 

In the discussion which followed, special notation was 
made of the following items: 

(Minutes mention twenty items to be reconsidered by 
the Legal Counsel in the preparation of the second draft.) 


4. Chiropractic Initiative. 


The chiropractic initiative, Proposition No. 2, which will 
have a place on the November 7, 1939, ballot was discussed. 


5. Prenatal and Premarital Laws. 


Dr. Roy Thomas read an opinion from Mr. Peart con- 
cerning the prenatal and premarital laws. It was thought 
that this was desirable publicity in which members of the 
California Medical Association should be interested. (Was 
printed in September issue of CALIFORNIA AND WESTERN 
MEDICINE, on page 200.) 

Editor Kress stated that the two laws were printed in 
the July issue of CALIFORNIA AND WESTERN MEDICINE 
(page 71), and that a clarifying bulletin had appeared on 
page 139 of the August number. Also, that additional com- 
ment and bulletins would be given place in the September 
issue. (On pages 208-209.) 


6. State and County Fair Exhibits. 

The subject of exhibits at state and county fairs was 
discussed. The Committee felt that such exhibits were 
desirable. Dr. Dwight Wilbur was appointed to look into 
the matter of securing some of the exhibit material at the 
Golden Gate Exposition. The Association Secretary sug- 
gested that he consult with Dr. Chauncey Leake. 

For Southern California, Doctor O’Neill was to investi- 
gate the subject of public health exhibits through the Los 
Angeles City and County Health Department. 

It was agreed that at the next meeting of the Committee, 
to be held September 23, Mr. Marshall and Mr. Read should 
be invited to attend. 


7. It was voted that the next meeting shall be held on 
Saturday, September 23, in the California Medical As- 
sociation’s central office. 


Subject of special discussion to be basic science law and 
medical and malpractice defense. 


Gerorce G. REINLE, Chairman. 
Georce H. Kress, Secretary. 


* * * 


Minutes of the Meeting Held on September 23, 1939 


The meeting was held in the office of the Association, 
Room 2004, Four Fifty Sutter Street, San Francisco, on 
Saturday, September 23, 1939, at 9:30 a. m. 


1. Call to Order. 


The meeting was called to order at 9:30 a. m. by 
Chairman George G. Reinle, with the following members 
present: President Charles A. Dukes; Chairmen of Com- 
mittees: J. Norman O’Neill, Committee on Hospitals, 
Dispensaries, and Clinics; Donald Cass, Committee on 
Industrial Practice; George D. Maner, Committee on 
Membership and Organization; Dwight L. Wilbur, Com- 
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mittee on Postgraduate Activities; George G. Reinle, 
Committee on Medical Defense; and George H. Kress, 
Association Secretary. 

By invitation: Mr. Hartley F. Peart and Mr. Howard 
Hassard, legal counsel; Mr. Ben Read, Public Health 
League of California; Mr. Ross Marshall, Public Re- 
lations Counsel of the Committee on Public Health 
Education. 


2. Minutes. 


The minutes of the meeting of the Committee on Public 
Relations held on August 27, 1939, were presented, and on 
motion of Dwight L. Wilbur, seconded by Charles A. 
Dukes, were approved. 


3. Draft of Basic Science Law. 


Consideration was then had of the proposed basic science 
act of California. Letters from Deans Paul S. McKibben 
and Langley Porter of the medical schools of the Uni- 
versity of Southern California and the University of Cali- 
fornia on subjects to be included in the basic science act, 
and organization and selection of the Board of Examiners, 
were presented. 

A letter from A. A. Morrison, Secretary of the Ventura 
County Medical Society, regarding the relative merits of 
a legislative and initiative procedure in enacting the pro- 
posed legislation was read. Suggestions contained in the 
letter of Mr. J. W. Holloway of the American Medical 
Association Legal Bureau, were also considered. 

In the discussion which followed, the following amend- 
ments were offered to apply to the “second” draft of the 
Act, as prepared by the legal counsel : 


(a) Section 2(a). Delete the words “bacteriology, 
hygiene, and sanitation,” and add the words “physics and 
biology,” making the section read: 

“(a) The basic sciences include all of the following 
subjects: anatomy, physiology, chemistry, physics, and 
biology.” 

(b) Section 2(b). In the delineation of acts that consti- 
tute the practice of the healing art, the words “blemish and 
disfigurement” to be inserted after the word “deformity.” 


(c) In Section 3, part (4) delete the words “certificate 
of proficiency,” in the second paragraph, and insert the 
words “basic science certificate,” the sentence then to read: 

“Said examination shall include all of the basic sciences 
and no person may apply to any of said Boards for any of 
said certificates or licenses unless he has successfully passed 
said examination, and holds a valid basic science certificate 
in the basic sciences.” 


(d) Section 4. Insert the words “and remain” in the 
second sentence after the words “each person appointed 
shall be,” the sentence then to read: 

“The first members of said Board and all subsequent 
appointees shall be selected because of their knowledge of 
the basic sciences, and each person appointed shall be and 
remain an active full-time instructor in one or more of the 
basic sciences,” etc. 

In the fourth sentence of Section 4 the word “disqualifi- 
cation” is to be inserted after the word “resignation,” the 
sentence to read: 

“On the death, resignation, disqualification, or removal 
of any member, the Governor shall fill the vacancy,” etc. 

(e) Section 5. In the second sentence the word “shall” 
is to be inserted in place of the word “may.” 

(f) Section 8. The fees for examination and for reci- 
procity are to be changed from “Ten Dollars” to “Fifteen 
Dollars” in each case. 

(g) Section 9, Eliminate the words “of proficiency,” in 
the first and second sentences, and insert the words “basic 
science,” the section then reading : 

“The Board shall issue a basic science certificate in the 
basic sciences to each of the successful applicants after 
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examination, as herein provided. Each basic science certifi- 
cate in the basic sciences shall be in the form prescribed,” 
etc. 


(g) Section 10. This section is to be changed to read: 

“The sum of $5,000 is hereby appropriated from the 
general fund of this state to carry out the purposes of this 
act, provided that such funds are to be returned to the 
General Fund of the State as soon as the Basic Science 
Board has sufficient funds to administer and carry out the 
provisions of this act.” 

(h) Section 11. At the end of the last sentence in this 
section add: 

“and said fund shall not be drawn upon or used for any 
other purpose except as set forth herein.” 

(1) Section 13. The next to the last sentence in the 
paragraph to be changed to read: 

“Tf an applicant receives less than 75 per cent in more 
than one subject, the applicant shall be reéxamined in those 
subjects in which he fails to reach a grade of 75 per cent.” 

(j) Section 15. Insert in Section (2) the words “and 
the standards maintained by the Board of Examiners in 
the basic sciences,” the sentence then to read: 

“That the requirements of that state and the standards 
maintained by the Board of Examiners in the basic sciences 
are not less than those required by this act,” etc. 

(k) Section 18. The first sentence to be changed to 
read: 

“Any person who obtains or attempts to obtain or assists 
in obtaining a basic science certificate by dishonest or 
fraudulent means, or who forges, counterfeits, issues, or 
materially alters,” etc. 

(1) Section 19. The first sentence to read: 

“Upon collection by the proper officer of the Court, 
seventy-five (75) per cent of the fines or forfeitures of 
bail in any case in which any person is charged with the 
violation of this act shall be paid to the Board without 
placing the fine or forfeiture of bail in any special, con- 
tingent or general fund in any county, city or township, 
and the balance of twenty-five (25) per cent of the fines or 
forfeitures of bail shall be paid to the county where the 
action is tried.” 

(m) Extent of Possible Codperation of Dental Pro- 
fession for Basic Science Law. It was moved by Charles 
Dukes, seconded by Donald Cass, that a letter be written 
to the California State Dental Association, which meets 
this coming week, asking if they desire to codperate in the 
enactment of a basic science initiative ;'and that two com- 
mittees be appointed: one, consisting of Chairman George 
Reinle and Doctors Wilbur and Kress, to contact the Cali- 
fornia State Dental Association now in session, and the 
other, consisting of Doctors Maner, Cass, and O’Neill, to 
confer with the officers of the Southern California State 
Dental Association. Carried. 


It was agreed that the section is acceptable as it is at 
present written, except that the attitude of the dentists is 
to be learned and their inclusion or exclusion to be based 
on their desires. 

To the section as now written is to be added the clause: 
“nor to persons specifically permitted by law to practice 
without licenses, provided each such person only practices 
within the limits of the privileges thus granted to him.” 

It was moved by Charles Dukes, seconded by George 
Maner, that the attorney be instructed to make such pro- 
vision as is deemed necessary for the exclusion of those 
specifically permitted by law to practice within the limits 
of the privilege granted, without licenses. Carried. 


It was moved by George Maner, seconded by Donald 
Cass, that the draft of the Basic Science initiative be ap- 
proved as amended. Carried. 
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4. On Relative Merits of Enactments by Legislature or 
Initiative. 

The letter of A. A. Morrison, Secretary of the Ventura 
County Medical Society, was further discussed, and on 
motion of Charles Dukes, seconded by Donald Cass, the 
Secretary was instructed to advise Doctor Morrison that 
when the Committee presented its draft to the Council it 
would also submit for consideration the suggestions for- 
warded on behalf of the Ventura County Medical Society. 
Carried. 

5. Committee Recommends a Basic Science Initiative 
in 1940 General Election. 

It was moved by Charles Dukes, seconded by George 
Maner, that the draft of a Basic Science Act, as prepared 
by the Committee on Public Relations, be presented to the 
Council at its meeting on October 7, with the recommen- 
dation that the Committee believes that a Basic Science 
initiative should be placed before the people at the 1940 
General Election. Carried. 

It was moved by George Maner, seconded by Charles 
Dukes, that Doctors Cass and O’Neill be appointed to 


represent the Committee at the Council meeting on Octo- 
ber 7. Carried. 


6. Medical Defense. 


George D. Maner reported on the plan used by the Los 
Angeles County Medical Association for reducing the inci- 
dence of malpractice suits. Doctor Maner stated that the 
work was largely handled by the Professional Conduct 
Committee working in conjunction with its subcommittee 
on fee complaints. Many potential malpractice cases cen- 
tered in good part on the matter of fees. Doctor Maner 
stated that two to three calls per week were received by 
the Los Angeles County Medical Association. The action 
taken was dependent upon the type of complaint. Many 
times misunderstandings were cleared up by mutual under- 
standing and agreement, through the county society office 
without further reference to the committees. Doctor Maner 
stated that in some instances the primary conversation indi- 
cated antagonism and possibility of suit, and that by diplo- 
matic handling and conference with both the patient and 
physician, it was possible to clarify the entire matter to 
the satisfaction of all concerned. Doctor Maner reported 
that during the last year, thirty-nine cases had been heard 
by the Committee. About 25 per cent of the complaints 
came from definite psychopaths. A total of ten cases were 
heard in which an agreeable settlement was impossible ; 
six cases were settled in favor of the physicians ; seventeen 
cases culminated in a friendly adjustment and compromise ; 
six suits which had been filed were withdrawn. The Com- 
mittee feels that the largest percentage of malpractice suits 
have as a basis some relation to supposedly excessive fees, 
or a misunderstanding on the part of the patient before the 
services were rendered as to what the possible fee will be; 
or to the institution of a suit by the physician too soon 
after the services are rendered. 

It was moved by Charles Dukes, seconded by Donald 
Cass, that. inasmuch as the chairman of the Committee 
on Public Relations is chairman of the Committee on Medi- 
cal Defense, and that Doctor Maner and Mr. Peart have 
had extensive experience in this matter, they be appointed 
to whip into form for the next meeting of the Committee 
on Public Relations a skeleton primer that might be sent 


to members for use of the Committee in studying this entire 
problem. Carried. 


Doctor Cass suggested that the California medical 
schools be requested to give instruction in these matters. 


7. Practice of Optometry. 


A letter from the Visual Conservation Bureau of Los 
Angeles, regarding alleged violation of the Medical Prac- 


tice Act by Optometrists, was presented, for the informa- 
tion of the Committee. 
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8. Industrial Practice. 


Donald Cass, Chairman of the Committee on Industrial 
Practice, called the attention of the Committee to the work 
being carried on by the American Medical Association 
Committee on Industrial Practice along the lines of in- 
dustrial hygiene and industrial health. Doctor Cass stated 
that the program contemplated federal aid in the promotion 
of better living conditions, alleviation of sickness, and the 
eradication of industrial diseases. 


Doctors Dukes and Reinle were delegated by the Com- 
mittee to contact Dr. Robert T. Legge, California member 
of the American Medical Association Committee on In- 
dustrial Health, and ascertain the type of codperation de- 
sired from the California Committee. 


9. WPA. 


Association Secretary Kress stated that reports had been 
submitted by the Works Progress Administration, covering 
medical care to persons under its supervision. 

It was stated that unofficial information had been re- 
ceived in various parts of the state that the panel system 
of physicians would be discarded by the SRA and the 
work cared for by salaried full-time physicians. 

It was moved by George Maner, seconded by Donald 
O'Neill, that the Committee on Public Relations go on 
record as being opposed to plans of governmental authori- 
ties for the employment of one or a very limited number 
of physicians on contract basis to do professional work 
when such work has heretofore been done by a larger panel 
of physicians. Carried. 


10. Relation of Public Health Activities to Private 
Practice. 

A letter was read from a member of the Association 
requesting action by the Association on the extension 
of public health activities into private practice when neither 
emergency nor financial stress existed. Copy of the letter 
was ordered sent to the Los Angeles County Medical So- 
ciety, and also referred for further consideration at the 
next meeting of the Committee on Public Relations. 


11. Publicity. 


Mr. Ross Marshall submitted a progress report on his 
recent activities. 


Mr. Ben Read, Secretary of the California Public Health 
League, spoke on the plans of that organization. 


12. Exhibits. 


Dr. Norman O’Neill, Chairman of the Special Com- 
mittee on State and County Fair Exhibits, stated that he 
had secured information from various sources regarding 
exhibits, and that the consensus of opinion was that chart 
type of exhibits were no longer effective ; exhibits portray- 
ing motion having more drawing power. Doctor O’Neill 
stated that he had consulted certain health departments, 
organizations, and hospitals regarding exhibits, and be- 
lieved these could be secured if funds for transportation 
and maintenance were provided. With an attendance of 
500,000 persons at the Sacramento State Fair, and also at 
the Los Angeles County Fair, and large attendances also 


at other county fairs, it appeared desirable to use these 
means for educational publicity. 


13. Date of Meeting. 


The next meeting of the Committee on Public Relations 
was set for Saturday, October 28, 1939, at 9 a. m., in San 
Francisco. 


14. Adjournment. 
There being no further business, the meeting adjourned. 


GeorceE G. REINLE. Chairman. 
Grorce H. Kress, Secretary. 
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COMMITTEE ON PUBLIC 
HEALTH EDUCATION? 





Minutes of the Second Meeting of the California 
Medical Association Committee on Public 
Health Education 


The meeting was held in the central office of the Cali- 
fornia Medical Association, Four Fifty Sutter Building, 
San Francisco, on Sunday, September 10, 1939, at 9 a. m. 
1. Call to Order. 

The meeting was called to order by Chairman Frank R. 
Makinson. 

The following members were present : Frank R. Makin- 
son, Oakland, Chairman; Samuel Ayres, Jr., Los Angeles ; 
Dewey R. Powell, Stockton; Junius B. Harris, Sacra- 
mento; Thomas A. Card, Riverside; Charles A. Dukes, 
President, Oakland. 

Absent : Lowell S. Goin, Los Angeles; Karl L. Schaupp, 
San Francisco. 

Present by invitation: Mr. Ross Marshall, Public Re- 
lations Counsel of the Committee; Mr. Ben Read, Secre- 
tary, California Public Health League; George H. Kress, 
Secretary of the California Medical Association. 


2. Minutes of the first meeting of the Committee on 
Public Health Education, as given in the July issue of 
CALIFORNIA AND WESTERN MEDICINE, on page 47, were 
approved. 

Chairman Makinson made a report on an informal con- 
ference held in San Francisco and submitted a memo- 
randum thereon. The actions then agreed upon were 
approved. 

Upon motion by Doctor Powell, seconded by Doctor 
Harris, it was voted that the minutes of this meeting of 
September 10 be sent to CALIFORNIA AND WESTERN MEDI- 
CINE for publication. 


3. Concerning requests by members of the California 
Medical. Association for refunders of special assessment, 
under claim that the same were paid under duress, namely, 
because of threatened loss of membership, the Chairman 
stated that the Committee on Public Relations would ad- 
here to this announced policy, and refer all such matters 
to the Council of the California Medical Association, which 
was the body that had authority. Inasmuch as the Com- 
mittee on Public Relations had no authority in such prem- 
ises, it would not take up the consideration of the requests. 


4. The Association Secretary made a report concerning 
the special assessment levied by the House of Delegates, 
as of date of June 1, 1939, stating that a total of 5,530 mem- 
bers had paid this special assessment, and that the money 
received, $55,300, had been deposited in the special assess- 
ment fund of the California Medical Association in the 
American Trust Bank at Grant Avenue and O’Farrell 
Street, San Francisco. 


Expenditures to date left a balance in the fund of 
$54,070.24. 


5. Report by Public Relations Counsel, Ross Marshall. 


Chairman Makinson asked Mr. Ross Marshall to make 
a report on work under way, and future plans. 


(a) Speakers’ Bureau. Mr. Marshall stated that the 
Association Secretary had given him letters of introduction 
to Drs. John Cline of San Francisco and Paul Quaintance 
of Los Angeles, each in charge of Speakers’ Bureaus, in 
connection with the compulsory health law; and in visits 
to Doctors Cline and Quaintance, they assured him that 
they would be glad to give him their codperation in their 
respective districts. 


+ The Committee on Public Health Education was estab- 
lished through Substitute Resolution No. 6 at the Del Monte 
annual session, May 3, 1939. 
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Mr. Marshall submitted a report form to be used in con- 
nection with assignments from the Speakers’ Bureau, and 
authorization was given for its printing. 

(b) The subject of radio publicity was informally dis- 
cussed. Doctor Powell spoke of facilities offered by one 
of the druggists at Stockton, and it was felt that similar 
affiliations should be made in other districts. 

On the subject of broadcasts, Doctor Ayres suggested 
that it might be advisable to confer with the federal and 
other authorities relative to clamping down on off-color 
medical broadcasts put out by quacks and commercialists. 

(c) The subject of an informative letter to be sent at, 
say, once in three months to permit members of the Cali- 
fornia Medical Association to keep in touch with the activi- 
ties of the Committee on Public Health Education, was 
considered. 

It was felt that such a letter, in which a discussion of 
recently enacted legislation could be discussed, might be of 
real value. 

(d) On motion by Doctor Powell, seconded by Doctor 
Card, it was voted that Mr. Marshall and Mr. Read work 
up an informative letter to be submitted to Chairman 
Makinson, and that the same then be sent out. 

It was suggested that, in such a letter, a reply card might 
be inserted asking members of the California Medical As- 
sociation to send in their fraternal and other society affili- 
ations, it being thought that this information might be of 
great service at times. 

(e) Concerning his contract with the Committee on 
Public Health Education, Mr. Marshall stated he would 
contact Legal Counsel Peart so that the same may be gotten 
into proper form. 

(f) Mention was made of the plan of the Los Angeles 
school district to provide electrical transcriptions to be used 
in the different schools of the district to cover constructive 
endeavors and advancements. Among other matters, public 
health stories might be included. The Committee felt that 
the Public Relations Counsel might well give special 
thought to promoting this matter. 

(g) An article that appeared in a Fresno newspaper, pre- 
sumably written by a social welfare worker, and containing 
considerable misinformation concerning public health needs 
and medical care, was called to the attention of the Com- 
mittee. 

It was felt that such a matter should be promptly in- 
vestigated by the Public Relations Counsel, who was to 
inquire into and inform himself as to the actual facts, and 
then, in codperation with the local society, promptly pro- 
ceed to counteract the misinformation that might have been 
given out. 

An informal discussion followed in regard to this, and 
Doctor Ayres stated that he felt that, in Los Angeles, cer- 
tain existing deficiencies might well be looked into. He 
further suggested that, in any matters of this kind, it might 
be well to bring into being local committees to be consulted, 


and through whom it would be possible to secure accurate 
information. 


6. Report by Mr. Ben Read, Secretary of the California 
Public Health League. 


Mr. Read spoke in a general way of the work of the 
California Public Health League in relation to its activi- 
ties that were designed to make for the conservation of the 
public health. Among other items were mentioned the 
following : 

(a) The legislative system under which California was 
working, stressing the importance to the medical profession 
of having representatives in all political districts who 
would bring about proper contacts with legislative and 
other officials. 

(b) It was important to express appreciation to legis- 
lators who had been loyal to public health interests. He 
mentioned a recent luncheon in the Los Angeles district 
that had brought out a very generous response. 
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(c) Mr. Read also mentioned a district in Southern 
California in which misinformation had been given con- 
cerning recent work at Sacramento. Efforts were being 
made to nullify the adverse propaganda. 

(d) Proposed chiropractic initiative, Proposition No. 2, 
which will appear on the November 7, 1939 ballot, was 
discussed. Attention was called to the fact that those desig- 
nated by Lieutenant-Governor Patterson to write argu- 
ments pro and con were apparently in full accord and 
working in the same office. 

The Association Secretary stated that these newspaper 
items would be printed in CALIFORNIA AND WESTERN 
MenpicinE. (See September issue, on page 197.) 

Members of the committee agreed that the proposed 
chiropractic initiative was a distinct menace to the public 
health interests of California, and that efforts should be 
made to prevent its adoption. 

Mr. Read submitted a budget on printing and radio needs. 
After discussion, on a motion by Doctor Powell, seconded 
by Doctor Ayres, the sum of $10,000 was voted to be allo- 
cated for this work. 

Doctor Ayres stated he would vote for the allocation of 
funds on the condition that a letter by the California Medi- 
cal Association Council should be sent out asking members 
of the California Medical Association to make voluntary 
contributions or donations to the Committee on Public 
Health Education fund to make up, in part at least, the 
money so expended. 

(ce) The desirability of having some radio broadcasts 
in connection with the chiropractic initiative was also pre- 
sented ; and after discussion, on motion by Doctor Powell, 
seconded by Doctor Card, the sum of $3,040.58 was allo- 
cated to carry through the program as submitted in Mr. 
Read’s memorandum. 

(f) The desirability of having two committees, whose 
members would consider suggestions concerning publicity 
or other work in connection with the chiropractic initia- 
tive, was taken up, and it was agreed that, for the North, 
the committee should consist of Drs. Frank R. Makinson, 
Karl L. Schaupp, and Anthony B. Diepenbrock; and for 
the South, the committee should consist of Drs. Harry H. 
Wilson, Samuel Ayres, Jr., and John W. Crossan. 


7. Date of Next Meeting. 


The date of the next meeting was left to the decision of 
the Chairman. At the Council meeting, to be held on Octo- 
ber 7 in Los Angeles, it was suggested that Doctors Ayres, 


Card, and Goin might represent the Committee on Public 
Health Education. 


8. Attention was called to the fact that the Committee 
might need a vice-chairman, and the motion was duly made 
and seconded that Doctor Ayres should be elected vice- 
chairman of the Committee on Public Health Education. 


(Signed) : FRANK R. MAKINSON, 
Chairman. 
Dewey R. Powe Lt, 
Temporary Secretary. 


GROUP HEALTH ASSOCIATION CONTRACT 
UNIQUE BUT NOT INSURANCE, SAYS 
UNITED STATES COURT 


In the opinion of the United States Court of Appeals 
for the District of Columbia,1 the contract between Group 
Health Association, Inc., and its members may be unique, 
the obligation assumed by the corporation to its member- 
ship may be tenuous and the members’ responsibility to it 
may be correlatively attenuated, but the contract is not 
one of insurance or indemnity. The court, in a decision 
rendered September 11, thus upheld the judgment of the 
District Court of the United States for the District of 


1 Albert F, Jordan, Superintendent of Insurance for the 
District of Columbia, appellant, vs. Group Health Associ- 
ation, a corporation, appellee, decided September 11, 1939. 
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Columbia, that Group Health Association does not have 
to comply with the insurance laws of the District of Co- 
lumbia. Whether or not the contract is a fair one, or 
whether or not it lacks sufficient consideration or mutu- 
ality of obligation to be valid and enforceable, the court 
refrained from discussing ; those issues were not before it. 
A contract of insurance, the court pointed out, is predi- 
cated on the existence of a risk of loss to which one party 
may be subjected by contingent or future events and an 
assumption of that risk by another, by legally binding 
arrangement. Hazard is essential, and equally so a shifting 
of the resultant liability from the person primarily exposed 
to risk to someone else. If there is no risk, or there being 
one it is not shifted to another or others, there can be, in 
the judgment of the court, neither insurance nor indem- 
nity. After reviewing the by-laws of the corporation, not 
as they were originally adopted in 1937, but as they have 
been variously amended since that time, the court was con- 
vinced that neither of these two elements was present in 
the contract entered into between the corporation and its 
members. The effect of the Group Health Association 
arrangement, according to the by-laws as interpreted by 
the court, is to make available to members, if they wish to 
receive them, the services of the physicians employed by 
the corporation. The only obligation the corporation as- 
sumes toward its members is to make contracts with phy- 
sicians and others. There is no agreement or binding obli- 
gation to provide such service or see that it is supplied. It 
does not guarantee that any of the services will be rendered 
nor does it assume any liability for any act of omission or 
commission by any physician who does render them. If for 
any reason it becomes unable to procure any or all such 
services when called on to do so, its only obligation is “to 
use its best efforts to procure the needed services from 
another source.” After carefully reviewing the by-laws of 
the corporation, the court referred to the obligation as- 
sumed by the corporation as tenuous and to the contract 
as unique. The court called attention to the uncertainty of 
the member’s right of recourse against the corporation for 
a breach of its contract with him to emphasize the non- 
existence of an assumption of risk by the corporation or 
an agreement of indemnity. 


Even though Group Health Association, Inc., were other- 
wise within the purview of the insurance laws, the court 
thought that the corporation was a “relief association not 
conducted for profit, composed . . . solely of employees 
of any other branch of the United States Government 
service,’ within the meaning of the insurance laws of the 
District of Columbia and thus excused from complying 
with such laws. The court did not refer, however, to any 
provision in the by-laws of the corporation that limits the 
services of physicians employed by it to members who in 
fact need financial aid. So far as is known there is no such 
limitation, the member who is a charwoman and the mem- 
ber who is a highly paid executive being entitled to the 
same quality and quantity of services. Although the in- 
surance laws provide that a relief organization must be 
composed solely of employees of the Government to be 
entitled to exemption, the court thought that the fact that 
dependents of employees are entitled to membership in the 
corporation does not disturb its exempt status. The court 
based its construction of the law in this respect only on 
what it referred to as “the almost universal practice of 


relief associations and departments” and not on any statute 
or court decision. 


The gist of the decision seems to be that the contract 
between Group Health Association, Inc., and its members 
imposes no legally enforceable obligation on the corpo- 
ration to furnish relief or service of any kind under any 
condition and that, since the corporation assumes no risk 
to which a member may be subject, the contract is not one 
of insurance and the corporation is not engaged in the 
business of insurance.—Journal of the American Medical 
Association, September 23, 1939. 
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CALIFORNIA PHYSICIANS 
SERVICE? 





With the backing of the medical profession expressed 
in its willingness to offer medical care in whatever amount 
is needed to subscribers of California Physicians’ Service, 
contracts have been completed with approximately twenty 
groups within the last month. Now that there are these 
actual groups who are receiving medical care through this 
new plan for service, and because of the completeness of 
the offering being made to prospective groups, it appears 
that the program will meet with increasing encouragement 
in its efforts from now on. 


Four special representatives have been added to the staff 
of California Physicians’ Service. These four men, to- 
gether with the manager and the assistant manager, will 
offer the combined medical and hospital coverage that has 
been worked out as the result of the agreement between 
the three nonprofit hospital associations and California 
Physicians’ Service. In addition, representatives of each 
of the three hospital associations are offering the joint 
coverage to their prospects. The locations of the territories 
of the various representatives are so arranged that a group 
in any part of the state may have personal presentation 
of the offering by an informed representative either of 
California Physicians’ Service or one of the hospital as- 
sociations. Suggestions made by professional members, 
naming any interested groups, will be welcomed by the staff 
and given immediate attention. 

As more groups secure coverage, patients in increasing 
numbers will require service. When questions arise con- 
cerning preéxisting conditions, procedures and use of forms, 
professional members should consult the deputy medical 
director in the district. (See September issue of Catt- 
FORNIA AND WESTERN MEDICINE for list of deputy medical 
directors.) 

To protect the medical profession—the sponsors of Cali- 
fornia Physicians’ Service—from the uninsurable risk in- 
volved in treating conditions already existing at the time 
beneficiary members secure coverage, all contracts exclude 
treatment of “any and all conditions of any beneficiary 
member existing at the time of issuance to him of a certifi- 
cate of beneficiary membership.” The professional mem- 
bers, the deputy medical directors, and the medical di- 
rectors are the protectors of the resources of California 
Physicians’ Service. They are expected to be alert to 
detect infringement on those resources by beneficiary mem- 
bers, whether they act consciously or unconsciously on such 
infringement. A history card may contain no note of pre- 
existing disease. The professional member, in his history 
taking, will be able to detect concealment of such pre- 
existing disease and so advise the medical directors. We 
find, for example, references to appendicitis, sinus disease, 
chronic “indigestion,” etc. In such instances applicant will 
be accepted, with the acknowledged disease excepted. 


* ¢ #£ 


3ecause a number of doctors have been approached by 
their patients for interpretation of provisions of our con- 
tracts as listed in the descriptive folder, a few of the more 
common questions with their answers are mentioned here: 

Q. May all employees, no matter how much their in- 
comes be, get protection against the cost of hospital and 
medical care through California Physicians’ Service? 

A. Yes. 

QO. Does this exclude those whose incomes are above 
$3,000 a year? 

A. No. It is not intended to exclude from benefits those 
who earn over that amount. A beneficiary member whose 


7Address: California Physicians’ Service, 220 Montgomery 
Street, San Francisco. Telephone: EXbrook 3212. Manager, 
Mr. Allen Widenham. 
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income is over $3,000 will receive his hospital care the 
same as any other member and the same amount will be 
paid by California Physicians’ Service to his doctor as 
would be paid in the case of a member earning less than 
$3,000. He and his doctor will agree upon the total fee 
and he will pay his doctor the difference between this 
amount and the amount paid by California Physicians’ 
Service. 

(Since California Physicians’ Service has been organ- 
ized primarily to furnish medical service to people of low 
incomes, it is expected that doctors will be paid fees ap- 
propriate for people with incomes of $1,200 to $1,500 per 
year. If all medical fees were reduced to this level, the 
doctors of California could not exist under conditions of 
private practice with personal service to each patient.) 

Q. What are “preéxisting conditions” ? 

A. In general, “preéxisting conditions” are those, the 
symptoms and evidence of which have been present before 
membership begins. 


Q. Who will decide what constitutes “preéxisting con- 
ditions” ? 

A. The decision in each case is a medical problem and 
will be made by the attending doctor and the medical di- 
rector, with the policy always of giving the patient the 
benefit of any reasonable doubt. 

(“The preéxisting conditions” exclusion will be inter- 
preted liberally and in good faith. Its intent is to prevent 
members joining for the purpose of securing, at the expense 
of others, treatment already known to be needed. The 
whole idea of monthly payment health service is that a 
number of people exposed to the risk of sickness or injury 
contribute small amounts to a common fund so that when 
unexpected sickness or injury comes to a few the costs 
can be met from the fund. Preéxisting conditions are not 
unexpected ; they are already here.) 


Q. May coverage be extended to include dependents? 
A. Hospital coverage (but not doctor’s services) may 


be extended to include dependents, for a small additional 
monthly fee. 


Q. Who are considered as dependents? 


A. Spouses and children are the only dependents to 
whom hospital coverage is offered. 


Q. Is medical coverage offered for dependents? 

A. California Physicians’ Service is not yet in position 
to offer medical coverage that includes dependents. After 
experience is gained in handling groups, California Phy- 
sicians’ Service looks forward to the broadening of cover- 
age to include spouses and children. 

(In the beginning coverage is offered to employed people 
only—employed members of groups—because California 
Physicians’ Service is anxious to build up experience with 
people of average health. No physical examination is re- 
quired, since it is assumed that the average employee has 
average health.) 

QO. What time limits are set upon medical care? 

A. Medical care within the limitations described will 
be furnished up to one year for any one illness or injury. 
Whatever service is needed will be furnished. 

Q. What money limits are set upon medical care? 

A. There are no money limits. 
needed will be furnished. 

(There are no money limits on service within the time 
periods mentioned in both California Physicians’ Service 
and hospital contracts. California Physicians’ Service is 
not an insurance company thinking in terms of dollars—it 
is a doctors’ organization thinking in terms of service. Its 
physician members want to treat patients—not settle claims. 
They want to give the best medical care they know how, 
and they want to give all the care their patients need. If 
your doctor needs to see you two or three times a day, that 
service will be furnished. If a patient has to go to the oper- 
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ating room a second or third time, there will be no extra 
charge. If consultations are needed, they will be furnished. 


ie oe 


Professional members have elected by mail ballot two 
administrative members from each district. Administra- 
tive members will meet on October 14 at Fresno. This 
meeting will include the newly elected members from the 
twenty-one districts. This will be a meeting of the pro- 
fessional membership—a meeting in which the professional 
membership may participate by sending suggestions regard- 
ing the program of California Physicians’ Service to its 
representatives. 


Administrative members elected from the professional 
membership are as follows :* 


District No. 1—San Francisco, San Mateo, Marin counties: 
William L. Bender, M. D. 
T. Henshaw Kelly, M. D. 


District No. 2—Los Angeles County (City of Los Angeles 
and Hollywood): 


District No. 3—Alameda, Contra Costa counties: 
Harry G. Ford, M. D. 
Dexter N. Richards, M. D. 


District No. 4—Los Angeles County (Northwest): 
Lewis P. Bolander, M. D. 
J. J. Smith, M. D. 


District No. 5—Santa Clara, Santa Cruz counties: 
James B. Bullitt, M. D. 
Alfred L. Phillips, M. D. 


District No. 6—Los Angeles County (Northeast): 
William Gibbs, M. D. 


District No. 7—Mendocino, Sonoma, Lake, Napa, Solano 
counties: 


John Green, M. D. 
Henry Rogers, M. D. 


District No. 8—Los Angeles County (South): 
Greg Hoskins, M. D. 
Dwight C. Sigworth, M. D. 


District No. 9—Humboldt, Del Norte counties: 
J. S. Woolford, M. D. 


District No. 10—Orange County: 


District No. 11—Fresno, Merced, Mariposa, Mono, Inyo, 
Madera, Kings, Tulare counties: 


District No. 12—San Luis Obispo, Santa Barbara, Ven- 
tura counties: 
Hugh F. Freidell, M.D. 
Percival A. Gray, Jr., M. D. 


District No. 13—San Joaquin, Amador, Alpine, Stanislaus, 
Calaveras, Tuolumne counties: 


J. F. Doughty, M. D. 


District No. 14—San Diego, Imperial counties: 
George D. Huff, M. D. 
Lyell C. Kinney, M. D. 


District No. 15—Sacramento, Sutter, Yuba, Sierra, Ne- 
vada, Placer, Eldorado counties: 
Frederick N. Scatena, M. D. 
Louis E. Jones, M. D. 


District No. 16—Kern County: 
District No. 17—Glenn, Butte, Colusa, Yolo counties: 


District No. 18—Riverside, San Bernardino counties: 
Carlos G. Hilliard, M. D. 


Wayne K. Templeton, M. D. 


*In those districts where newly elected members are not 
shown, or where only one is shown, the tally of votes has 
not been completed. Results for these districts will be given 
in the next issue of CALIFORNIA AND WESTERN MEDICINE. 
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District No. 19—Siskiyou, Trinity, Shasta, Tehama coun- 
ties: 


District No. 20—San Benito, Monterey counties: 
L. P. Davlin, M. D. 
J. B. McCarthy, M. D. 


District No. 21—Modoc, Lassen, Plumas counties: 
George S. Martin, M. D. 
W. B. McKnight, M. D. 





Informative Bulletins 
BuLLetin V: CALIFORNIA PHYSICIANS’ SERVICE* 
San Francisco, September 13, 1939. 


Subject: Mail Ballot; Handling of Forms; General 
Information. 


To All Professional Members of California Physicians’ 
Service. 
Matt BALLot 

There is enclosed a mail ballot for your use in voting 
for administrative members for your district. The by-laws 
provide for an election of two administrative members 
from each district. You should, therefore, vote for two 
nominees in your district. As the card indicates, it is per- 
missible to write in the name of a professional member 
for whom you might wish to vote but who was not nomi- 
nated by petition. 

The ballot is addressed to the California Physicians’ 
Service office and may be mailed as a postcard by merely 
affixing a one-cent stamp. If, for any reason, you prefer 
not to send your ballot in the mail open, drop it in an en- 
velope addressed, as the postcard indicates. Please sign 
the ballot in order that we may be assured that a pro- 
fessional member is casting his vote. 


Please mail this ballot promptly as it is necessary that 
your votes reach the office of California Physicians’ Serv- 
ice not later than September 25, in order that the votes 
may be tallied and notification sent to the newly elected 


administrative members concerning the annual meeting to 
be held on October 14. 


HANDLING OF Forms 


As forms are being used in connection with the treatment 


of beneficiary members, it appears desirable to emphasize 
certain points. 


The Form No. 7—Pink copy (supply of which has been 
sent to all professional members) is to be completed by 
the doctor when a beneficiary member appears for treat- 
ment without a white or yellow slip signed by the employer 
or group agent. In filling out this form the person’s name, 
and either Social Security or identification number appear- 
ing on his beneficiary membership certificate, should be 
written on the top half of the pink slip. It is not necessary 
to have the employer or group agent sign this pink slip. 
It should be signed by the patient and, after completion, 


by the doctor, forwarded to the deputy medical director 
immediately. 


In filling out California Physicians’ Service Medical 
Service Report, Form No. 9—immediately after com- 
pletion of treatment or at the end of the month, whether 
treatment is completed or not, it is not necessary for the 
doctor to indicate the unit value of the services performed. 
Simply indicate the service performed, and the unit value 
will be filled in at the central office. One copy of this form 
will be returned to the professional member after the unit 
value has been computed and at the time payment is being 
made for service rendered. 


* For other information, see CALIFORNIA AND WESTERN 
MEDICINE, September, 1939, on pages 184, 186, and 206. 
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May we urge again that professional members forward 
medical service reports promptly as stated above—either 
immediately after completion of treatment or at the end 
of the month, whether treatment is completed or not. It is 
absolutely essential that all bills for the month be in the 
California Physicians’ Service office on or before the 15th 
of the next succeeding month because the entire basis for 
computation of the unit value is represented by these bills. 
Bills not received in time to be included in the unit value 
for a given month cannot be paid. 

It will simplify the handling of forms in the central 
office a great deal if care is taken to always use the Social 
Security or identification number appearing on the bene- 
ficiary member’s certificate. Records concerning members 
are filed numerically and use of the name without the 
identification number necessitates another procedure in the 
office to locate a particular member’s file. 


GENERAL INFORMATION 
Periodic Health Examinations. 


While the contract refers to professional services re- 
quired by a beneficiary member as a consequence of illness 
or accident, it was the feeling of the trustees at a recent 
meeting that a “check-up” examination may be furnished a 
beneficiary member upon request, but not oftener than once 
in any contract year. Such an examination would consist 
of the usual general physical examination and urinalysis. 
X-ray or other laboratory work is not included in such an 
examination. If any condition is disclosed requiring fur- 
ther investigation, same will be subject to general rules 
applying to diagnosis and treatment of illness. 


Premarital Examinations. 


Since the California Physicians’ Service contract was 
drawn premarital examinations have become, by law, 
mandatory. California Physicians’ Service will, therefore, 
include such examinations as a service to its beneficiary 
members. The certificate to be completed by the physician 
under the new law necessitates a “standard serological 
test” in connection with the examination. Therefore, the 
necessary laboratory work will be included in this authori- 
zation, subject to the general regulations governing labora- 
tory work. 


Laboratory and X-ray Work. 


Professional members are reminded that laboratory work 
must be referred to professional members of California 
Physicians’ Service. In communities where no laboratory 
services by California Physicians’ Service professional 
members are available, the doctor may have the work done 
in an approved laboratory (list of approved laboratories 
will be furnished as soon as the necessary surveys can be 
completed). It is, however, impossible under the organi- 
zation of California Physicians’ Service for bills for pro- 
fessional services to be paid to anyone except professional 
members of California Physicians’ Service. The doctor, 
therefore, should bill for such necessary work as if done 
by himself. At an early date, and as soon as a survey of 
available laboratory facilities can be made, further infor- 
mation concerning laboratory work will be sent you. 


Two-Visit Deductible Contracts. 


The practice to be followed by professional members 
in this connection needs clarification. California Phy- 
sicians’ Service is not attempting in any way to set a price 
on ordinary office visits. The charge to be paid by the 
patient should be the amount the professional member 
would normally charge for the same service. In the event 
needs of the patient require diagnostic investigation more 
extensive than an ordinary office visit permits, the patient 
is expected to pay only the amount of two ordinary office 


visits, the balance to be paid by California Physicians’ 
Service. 
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For example: At the first office visit it becomes apparent 
that a complete medical investigation for some not readily 
apparent abdominal disorder will be necessary. When this 
has been authorized by the medical director the doctor 
will proceed with the investigation. He will charge the 
patient directly only for two ordinary office visits. He will 
then show on his monthly statement to California Phy- 
sicians’ Service the total amount of service performed and 
indicate in the space provided the charge made to the pa- 
tient. This will then be taken into account in computing 
the unit value remaining to be paid. The same principle 
will apply to surgical procedures, etc. 

Laboratory procedures and x-rays should not be regarded 
as second office visits. For instance, a person comes in 
with an injury to an ankle. X-rays are required and taken. 
The patient should pay for the office visit, but no charge 
will be made to him on the x-ray bill. 

For example: A doctor sees a patient at home, makes a 
diagnosis of appendicitis, sends the patient to the hospital 
for operation. The patient shall pay the amount the doctor 
would charge for two ordinary visits. 


e < « 


Including the California State Employees’ Association, 
we now have approximately twenty groups, involving an 
estimated membership of 1,250. California Physicians’ 
Service now has six representatives making contact with 
groups and presenting the plan. As many professional 
members doubtless know, an arrangement has been worked 
out with the three nonprofit hospital associations whereby 
their representatives are also handling the issuance of joint 
medical and hospital coverage. It is anticipated that this 
combined effort will result in the gradual building up of 
our beneficiary membership. The Board of Trustees will 
deeply appreciate suggestions from any professional mem- 
bers concerning groups which may be interested in Cali- 
fornia Physicians’ Service coverage. 

The by-laws require an annual meeting of administra- 
tive members, which is to be held in Fresno on October 14. 
Please consider this your invitation to participate in this 
meeting by sending directly to this office or to the ad- 
ministrative members in your district any suggestions or 
criticisms which you may have concerning California Phy- 
sicians’ Service. 

Atson R. Kircore, M. D., 
Secretary-Treasurer. 


COUNTY SOCIETIES 


MENDOCINO-LAKE COUNTY 


The meeting of the Mendocino-Lake County Medical 
Society was called to order by President Robert B. Smalley 
on August 19 at the Mendocino County Hospital in Ukiah. 


Dr. M. W. Debenham of San Francisco discussed 
Tendon Injuries and Their Repair. He pointed out that 
most texts recommend conservative treatment, but that it 
is almost a universal practice to repair severed tendons 
when first seen. In making tendon repairs the anatomical 


factors should be carefully considered to obtain the best 
results. 


Dr. J. B. Josephson of San Jose considered Injuries to 
the Large Tendons. Repairs about the knee and ankle were 
graphically discussed. He pointed out some of the tendon 


injuries about the shoulder joint and their diagnosis and 
treatment. 


The transfer of Dr. Grace Thomas to the Ventura So- 
ciety was reported. 





After adjournment, refreshments were served, through 
the courtesy of Doctor Cleland. 


Datias L. WaGNeER, Secretary. 
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PLACER COUNTY 


The Placer County Medical Society met at the Freeman 
Hotel in Auburn on August 19. The meeting was called 
to order by the past president, Dr. J. A. Russell. The 
following members and visitors also were present : 


Members—Drs. P. D. Barnes, Dunievitz, Empey, Kin- 
dopp, Lewis, Lundegaard, Padgett, Peeke, and Peers. 


Visitors—Dr. John Napier, District Superintendent and 
Director of Junior College, Auburn. 

The minutes of the meetings held on May 27 and July 29 
were read and approved. 


The matter of the survey of the high school and junior 
college, together with the examination of the students, re- 
quested by Doctor Napier, was discussed. Doctor Napier 
stated that the expected attendance this year would be be- 
tween twelve and thirteen hundred students, of whom a 
number, aproaching nine hundred, will be examined. After 
discussion it was agreed that Doctors Peeke, P. D. Barnes, 
Lundegaard, and Monica Briner would assume the responsi- 
bility of the examinations, while Doctors Dunievitz, Kin- 
dopp, Russell, and Lewis will furnish assistance as required. 
The details of the examinations were left to the president, 
Doctor Miller, and Doctor Napier. ; 


The members of the medical profession at Auburn agreed 
to take turns as medical representatives during competitive 
football games, as required by regulations, promising their 
services gratis. 

The Secretary was instructed to take up with the Motor 
Vehicle Department the provision of a panel of physicians 
to act as examiners for bus drivers. 


The matter of codperation between the members of the 
County Medical Society and the Superintendent of Schools, 
and of the various school departments, was brought up by 
Doctor Dunievitz, and the Secretary was instructed to get 
into touch with the Superintendent and report back to the 
Society. 


Correspondence which had accumulated was read and 
discussed. After the conclusion of routine business matters, 
the meeting adjourned. 


Rosert A. Peers, Secretary. 
& 


SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County Medical 
Society was held in the Medico-Dental clubrooms, Stock- 
ton, September 7, preceded by the customary supper meet- 
ing at the Hotel Wolf, at which twenty members and guests 
were present. The supper-meeting paper was given by 
Dr. H. S. Chapman, who described his trip to Honolulu 
in the recent yacht race. 


The regular meeting was called to order at 8:15 p. m. 
by President Neill P. Johnson. The minutes of the special 
meeting of the Board of Directors were read. The appli- 
cation of Dr. John C. Lynch for membership in the San 
Joaquin County Medical Society having been acted upon 
favorably by the Admissions Committee, and there being 
no objections from the floor, he was declared a member. 
A petition from Dr. W. L. Frazier of Sheepranch for 
membership in the San Joaquin County Medical Society 
was submitted and referred to the Admissions Committee. 

The address of the evening was presented by Doctor 
Levitin of San Francisco, who gave two papers on Locali- 
sation of Lung Lesions in Relation to Lung Fissures, and 
X-Ray Diagnosis of Acute Abdominal Lesions, with a 
Differential Diagnosis. These dissertations, profusely illus- 
trated by slides and x-ray pictures, proved very interesting 
and highly instructive. 

There being no further business, the meeting was de- 
clared adjourned at 9:45 p. m. 


G. H. Rowerpacuer, Secretary. 
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SAN MATEO COUNTY* 


September 20, 1939. 
Dear Doctor: 


We begin our fall session with the regular September 
meeting, which will be held on Wednesday evening, Sep- 
tember 27, at the Benjamin Franklin Hotel. Dinner will 
be served at 6:30 sharp. Again we repeat, the work of 
the secretary’s office will be greatly facilitated if you will 
kindly telephone your reservation within the next few days. 
Thank you! 

v v 7 


The meeting will be devoted to a discussion of an im- 
portant and pertinent subject: 


State Health Insurance in Germany: How It Works— 
Dr. Eberhard Sogemeier. 


State Medicine as Generally Practiced in Europe—Dr. 
Meade Mohun. 


Doctor Sogemeier and Doctor Mohun have both just 
returned from Europe. Doctor Sogemeier spent most of 
the summer in Germany and had an opportunity to study 
the form of state medicine practiced there with particular 
emphasis upon its present status. Doctor Mohun devoted 
his summer to travels through many European countries 
and has stated that he was particularly interested in the 
insurance set-up in the Scandinavian countries. Both of 
these men will have a great deal of first-hand information 
which will be of interest to us all. 


We expect to be able to introduce the new councilor for 
this district, Dr. C. Kelly Canelo, who will bring us some 
information concerning the current chiropractic threat. 


7 7 7 


Your attention is called to the following: 


The American Medical Association has asked me to 
supply them with the names of all physicians in this com- 
munity who are doing full time, or part time, practice in 
industrial or mercantile establishments. Any physicians so 
employed please notify this office. We should also like to 
have information concerning any industrial clinics oper- 
ated independently of any factory or store and the name 
of the manager or medical director of the clinic. Thank 
you very much! 

7 7 ? 


The following applications for membership in the So- 
ciety are on file: Doctors Thomas Farthing and Herman 
Biermer of San Mateo, Edward S. Schulze of Redwood 
City, and S. J. Guardino of Brisbane. 

The following have been elected to membership in the 
the Society: Doctors Logan C. Gray of Half Moon Bay 
and S. J. Lester Russell of Burlingame. 


7 7 7 


The matter of fees for premarital examinations and 
blood tests has been discussed in a meeting of the Board. 
As you know, the County Health Department has an- 
nounced that serological examinations are available free 
of charge for those people unable to pay. Concerning pre- 
marital examinations conducted by you in your office, the 
3oard feels that it will be better for the individual phy- 
sician to determine the fee charged in any given case and 
has set no standard fee. 


7 7 7 


Next meeting, Wednesday, September 27, Benjamin 
Franklin Hotel, 6:30 p. m. 


Cordially yours, 


J. Garwoop BripcMan, Secretary. 
* This is a copy of one of the bulletins sent out by the 


San Mateo County Medical Society, J. Garwood Bridgman, 
M. D., Secretary. 
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VENTURA COUNTY 

The regular monthly meeting of the Ventura County 
Medical Society was held at Saticoy on June 13. 

Twenty members were present, and Doctor Green of 
Camarillo and Dr. Howard Taylor were guests. 

Dr. C. R. Wylie presented three cases of Congenital 
Ear Deformities. 

Dr. C. A. Smolt addressed the Society on Electrocardi- 
ography. 

Dr. C. Amolt moved, and Doctor Strong seconded the 
motion, that the delegate be allowed expenses to Del Monte. 
Carried. 

A report of the Del Monte meeting was given by the 
delegate. . 

It was voted to dispense with the July and August 
meetings. A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (58) 


Alameda County 
Charles T. Moul 
Humboldt County 
Rudolph Wolff 
Los Angeles County 


George Hill Hodel 

Gale Wilbur Hunt 

Joel S. Kelsey, Jr. 
Sherburne Krieger 
Benjamin M. Lieberman 
Edgar A. Lutz 

John J. McDevitt 

John Bowen McDonald 
Edwin Jules Richie 
Alexander Michael Riskin 
Kermit Jewell Ryan 
Otto Ernest Schoenfeld 
Ralph Justin Seawall 
Lawrence Sheldon Siegel 
A. Joshua Siever 

Henry Howard Thomson 
Ralph H. Walker 


Napa County 
Albert T. Voris 
Ethel M. Walker 


Placer County 
Monica Stoy Briner 


Ervin Epstein 
Walter W. Dolfini 


Ruth Aaron 

Oscar Auerbach 

Forest John Brainard 
Richard E. Brenneman 
Leonard S. Buck 
Harold Julius Chapman 
Chong Auck Chock 
David B. Davis 
William J. Ekroth 

J. Paul Fitzgibbon 
Samuel Gendel 

Victor Goodhill 

Elmer F. Gooel 

Carl Michael Grossman 
Francis E. Guinney 
Arthur L. Henrichsen 
John W. Higgins 


Lovina Ruth Miller 
John L. Passmore 


San Diego County 


Ira J. Clark John E. Novak 


Francis H. Maguire 
San Joaquin County 
John C. Lynch 


San Luis Obispo County 
F. F. Ragsdale 


San Mateo County 
St. J. Lester Russell 
Santa Clara County 


A. J. Monty 
George A. Wood 


Shasta County 
Donald Barber Marchus Louis C. Mosher 


Sonoma County 


Albert G. Miller 


I. J. Hopkins 
Meldord Jorgensen 


E. Blair 


Stanislaus County 
Jens P. Jensen 
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Transfers (3) 


Curtis Bland, from Los Angeles County to Vigo County, 
Indiana. 


Paul H. Cronenwett, from Stanislaus County to Ala- 
meda County. 


Ramino Fernandez, from Los Angeles County to Orange 
County. 


Iu Memoriam | 


Colburn, Jefferson Martain. Died at Riverside, Sep- 
tember 15, 1939, age 81. Graduate of the Kansas City 
Homeopathic Medical College, 1895. Licensed in Cali- 
fornia in 1897. Doctor Colburn was a member of the 
Riverside County Medical Society, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 


* 


Collins, Foster Kyle. Died at Los Angeles, September 
18, 1939, age 68. Graduate of Medico-Chirurgical College 
of Philadelphia, 1899. Licensed in California in 1915. 
Doctor Collins was a member of the Los Angeles County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 


* 


Cottrell, Charles Chester. Died in Scotia, August 15, 
1939, age 56. Graduate of Cooper Medical College, San 
Francisco, 1907, and licensed in California the same year. 
Doctor Cottrell was a member of the Humboldt County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


+ 


Dickson, Ernest Charles. Died at Garberville, August 
24, 1939, age 58. Graduate of the University of Toronto 
Faculty of Medicine, 1906. Licensed in California in 1909. 
Doctor Dickson was a member of the San Francisco 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 


* 


Gibbs, Dozier Henry. Died at Los Angeles, July 10, 
1939, age 44. Graduate of Vanderbilt University School of 
Medicine, Nashville, 1917. Licensed in California in 1923. 
Doctor Gibbs was a member of the Los Angeles County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 


* 


Hawkins, Harrison Morton. Died at Taft, August 3, 
1939, age 52. Graduate of Jefferson Medical College of 
Philadelphia, 1914. Licensed in California in 1915. Doctor 
Hawkins was a member of the Kern County Medical 
Society, the California Medical and the 


Association, 
American Medical Association. 


+ 
Miller, Charles Miner, Jr. Died at Olive View, Au- 


gust 27, 1939, age 45. Graduate of the University of Pitts- 
burgh School of Medicine, 1928. Licensed in California 


in 1929. Doctor Miller was a member of the Los Ange- 


les County Medical Association, the California Medical 
Association, 


Association. 


and a Fellow of the American Medical 
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Shea, John Joseph. Died at San Diego, August 19, 
1939, age 70. Graduate of Harvard University Medical 
School, Boston, 1897. Licensed in California in 1915. 
Doctor Shea was a member of San Diego County Medical 
Society, the California Medical Association, and the 
American Medical Association. 


+ 


Van Eman, Orley Haven. Died at El Centro, August 
25, 1939, age 40. Graduate of the College of Medical 
Evangelists, Loma Linda, 1924, and licensed in California 
the same year. Doctor Van Eman was a member of the 
Imperial County Medical Society, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 


OBITUARIES 
Foster Kyle Collins 
1871-1939 


The last words Doctor Collins ever said to me were: 
“Don’t forget you promised to write my obituary,” at the 
conclusion of a little chat in front of his office only a day 
or so before his death. At the time he expressed himself 
as much improved and gaining strength daily, and appeared 
his old genial self. Little did I think as we parted that the 
melancholy duty of redeeming my promise would arise so 
soon. I have wondered since if he may not have had some 
premonition at the time. 

Really, there is no occasion for an elaborate eulogy in 
a case like this. The life he lived, the friends he made, the 
position he gained as an accomplished and successful sur- 
geon, the record he left of patriotic service in his country’s 
hour of need, the high principles he always exhibited, both 
as physician and citizen, the love and unfailing confidence 
of his patients—these constitute sufficient eulogy for any 
man. 

If I, who knew him well for nearly a quarter of a 
century, were asked what qualities distinguished Doctor 
Collins, I should promptly answer: modesty, gentleness, 
dignity, innate kindness of heart, unswerving integrity—in 
short, those qualities which go to make true nobility of 
character. And withal he possessed a deep sense of spiri- 
tual values which he never lacked the courage to defend. 
Once, in the course of an intimate conversation, he said 
to me, “There are many things I cannot understand, but 
I just accept them without trying to reason them out.” We 
had been discussing the question of immortality. 

Doctor Collins would not desire a long and fulsome 
obituary notice. Let this simple tribute close with the 
familiar lines— 

“His life was gentle and the elements so mixed in him 
That Nature might stand up and say to all the world, 
This was a man.” A. B. Cooxe, M. D. 

Y 


Jefferson M. Colburn 
1858-1939 


Jefferson M. Colburn, veteran Riverside physician who 
practiced medicine in Riverside for nearly thirty-five years, 
died on September 15. 


Born in Rutland County, Vermont, Doctor Colburn was 
educated in the schools of his native place and was gradu- 
ated from the Black River Academy at Ludiow, Vermont. 
He later attended the Homeopathic Medical College in 
Kansas, graduating in 1886, and entered practice in Kansas 
City, where he remained until he came to Riverside. 


After his arrival in Riverside, Doctor Colburn became 
interested in horticulture. At one time he owned large 
citrus and other ranch acreage. 


Doctor Colburn was married to Miss Della M. Wilmoth 


in Rutland, Vermont, in 1886. He leaves his wife and two 
children. 
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News Letter 


The fall board meeting of the Woman’s Auxiliary to 
the California Medical Association was called to order by 
the president, Mrs. Frederick N. Scatena, at 10 o’clock on 
September 15 at the Women’s City Club in San Francisco. 
Roll call was answered by all of the officers, the president- 
elect and the parliamentariah, three of the four councilors- 
at-large (the fourth having resigned), and five of the nine 
district councilors—a splendid attendance. Eight presi- 
dents of county auxiliaries were also present. 

Officers present included Mesdames Frederick N. Sca- 
tena, A. E. Anderson, Harry O. Hund, Frank Baxter, 
G. Wendell Olson, George A. Spencer, C. G. Stadfield, and 
Hobart Rogers. 

Councilors-at-large : Mesdames Harry Henderson, F. G. 
Lindemulder, and William C. Boeck. 

District councilors: Mesdames Harry Huffman, J. R. 
Walker, Eugene Kilgore, Charles C. Hall, and Miss Julia 
Koenecke. 

County Auxiliary presidents: Mesdames Kaho Daily of 
Contra Costa County, C. A. DeLancey of Marin County, 
C. E. Fitzgibbon of Merced County, N. T. Enloe of Butte 
County, Hans Hartman of Stanislaus County, Raymond V. 
Rukke of Monterey County, Frederick P. Shenk of Santa 
Cruz County, and Philip L. Wise of Santa Clara County. 

Mrs. John D. Humber of San Francisco will fill the office 
of councilor-at-large, left vacant by the resignation of 
Mrs. Harry Oliver. This office carries with it the chair- 
manship of the State Committee on Public Relations. 

The ambitious list of aims presented by Mrs. Scatena 
was adopted by the Board as an ideal toward which the 
organization should work. This has to do with the fol- 
lowing: increased membership; the organization of more 
county auxiliaries; the acquisition of more members in 
each county auxiliary, and the better informing of members 
as to public health and legislative matters; stimulation of 
auxiliaries to be ready to assist their respective medical 
societies in developing interest in public health education: 
social hygiene, cancer, tuberculosis, the American Medical 
Association radio programs, and Hygeia circulation. 

At the invitation of Mrs. Scatena, Mr. Ben Read of the 
Public Health League spoke briefly about the work lying 
ahead in campaigning against the chiropractic initiative 
measure, Proposition No. 2 on the ballot, at the special 
“Ham and Eggs” election on November 7. Mr. Read urged 
members to send to the Public Health League for material, 
and to prepare short talks for programs of their nonmedical 
organization while inducing everyone to vote. 


The usual reports were read and accepted, the clamor 
for more stationery indicating that a great many letters 
had been written; a firm foundation of organization for 
the year’s work laid by all committee chairmen. 


The group of officers were the guests of the San Fran- 
cisco County Auxiliary at one of the Women’s City Club’s 
excellent luncheons, arranged by Mrs. Eugene Kilgore and 
presided over by Mrs. Morrissey, the charming president 


7 As county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Karl O. Von 
Hagen, Assistant Chairman on Publicity, 5867 Whitworth 
Drive, Los Angeles. Brief reports of county auxiliary meet- 
ings will be welcomed by Mrs. Von Hagen and must be sent 
to her before publication takes place in this column. For 
lists of state and county officers, see advertising page 6. 
The Council of the California Medical Association has in- 
structed the Editor to allocate two pages in every issue to 
Woman’s Auxiliary notes. 
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of the San Francisco Auxiliary. They were honored to 
have with them Mrs. John J. Ryan of St. Paul, Minnesota, 
Historian of the Woman’s Auxiliary to the American 
Medical Association. 


Component County Auxiliaries 
Sacramento County 


The April meeting was held at the home of Mrs. George 
Iki on April 18. The business meeting was devoted to 
routine business and to annual reports of standing com- 
mittee chairmen. Delegates and alternates were selected 
for the State convention at Del Monte. The Nominating 
Committee report was given by the chairman, Mrs. C. B. 
McKee. 

Following the business meeting, a fascinating movie film 
of Alaska was presented by Miss Florence Reckers, who 
told of her trip to that land and her adventures there. 


. 2 <¢ 


A profusion of gay spring flowers decorated the luncheon 
tables of the Y. W. C. A. for the annual luncheon meeting 
on May 23, which closed the year’s activities. The presi- 
dent, Mrs. George Spencer, presented an inspiring report 
of the year’s work of the Auxiliary. Convention reports 
also were given by Mrs. Gustave Wilson and Mrs. Norris 
Jones. The election of officers for 1939-1940 was then 
held. Mrs. Andrew M. Henderson, past state president, 
installed the following officers: Mrs. Norris Jones, presi- 
dent; Mrs. Gustave Wilson, first vice-president; Mrs. 
George Spencer, second vice-president; Mrs. William 
Harding, treasurer ; Mrs. Henry Saverien, recording secre- 
tary; and Mrs. S. G. Christian, corresponding secretary. 
Board members: Mesdames Frederick N. Scatena, Nathan 
Hale, William Van Den Berg, W. H. Pope, Milton Sar- 
kisian, and Michael Lipp. 


e. = ¥ 


The terraced garden of Dr. and Mrs. Frederick Gun- 
drum served as the setting of an elaborate and successful 
benefit bridge party in June. Mrs. Nathan Hale, Chairman 
of the Ways and Means Committee, was responsible for 
the very novel and entertaining program of the afternoon. 
A Children’s Fashion Show was presented by tiny children 
of Auxiliary members performing as models around the 
garden pool. This was followed by a dance program pre- 
sented by local talent. A most successful cake and candy 
sale was also held with Mrs. E. O Brown and Mrs. Frank 
Lee as chairman. Three hundred and fifty women were 
present. The gratifying results of this party were due to 
the efforts of the chairman, Mrs. Nathan Hale and her 
coworkers, Mrs. Frederick Scatena, Mrs. William Van 
DenBerg, and Mrs. E. O. Brown. 

Mrs. Paut H. Gutrman, Publicity Chairman. 
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The thirty-sixth annual meeting of the Nevada State 
Medical Association was held in Reno, Nevada, on Sep- 
tember 22 and 23, 1939, with headquarters at the Golden 
Hotel. The program follows: 


Friday, September 22 
Lawton Springs 


Friday, 9 a. m. 
President’s Address—W. H. Frolich. 
Cutaneous Epitheliomas—Laurence R. Taussig, San Fran- 
cisco, 
Discussion opened by Lawrence Parsons, 


Moreton 
Thorpe, and Leland Cowan. 


NEVADA MEDICAL ASSOCIATION 


Medical Follies of 1938—Fletcher B. Taylor, Oakland. 
Discussion opened by Eugene Gilgore, George Magee, 
and Hale Slavin. 


Principles of Treatment of the Common Contagious Dis- 
eases—Edward B. Shaw, San Francisco. 


Discussion opened by Lemuel Brigman, Edward Hamer, 
and Charles Secor. 


Paul F. Cadman, 
Treatment of Fractures in the Region of the Hip—One- 
Man Technic—Roger Anderson, Seattle. 


Discussion opened by Richard Schofield, A. J. Hood, 
and H. H. Hitchcock. 


Temporal Lobe and Cerebellar Tumors, and Sympathectomy 
in Angina Pectoris—R. B. Raney, Los Angeles. 


Discussion opened by Paul Flothow, Vinton Muller, and 
R. R. Craig. 


BusINESS MEETING 


Friday, 4 p. m., Lawton Springs 

Registration and payment of dues. 
Reading of minutes of last annual meeting. 
Report of delegate to the American Medical Association. 
Report of various committees. 
New business. 
Unfinished business, 
Balloting on new members. 
Balloting on honorary membership. 
Election of officers. 
Selection of place for next annual meeting. 
Officers to be elected: One vice-president, secretary-treas- 

urer, one trustee. 

Saturday, September 23, 1939 
9 a. m., Lawton Springs 


Treatment of Small Injuries of the Eye—E. B. Muir, Salt 
Lake City. 
Discussion opened by John Fuller, David Shaw, and 
Raymond Balcom, 
Ear, Nose, and Throat in General Practice—Robert C. 
Martin, San Francisco. 
Discussion opened by Earle Creveling, Olin Moulton, 
and George Weiss. 
Oxygen Therapy—Ralph Richards, Salt Lake City. 
Discussion opened by O. Hovenden, Fletcher Taylor, 
and Edward Shaw. 
Treatment of Vascular Lesions of the Extremities—Paul 
Flothow, Seattle. 
Discussion opened by Ralph Richards, R. B. Raney, and 
C. W. West. 
Syphilis of the Central Circulatory System—Eugene Kil- 
gore, San Francisco. 


Discussion opened by Laurence Taussig, Louis Lom- 
bardi, and B. H. Caples. 





Chronic Pellagra Is Cured by Means of Nicotinic Acid. 
Nicotinic acid will cure chronic pellagra even without 
a change in the deficient diet that produced the disease, 
John H. Kooser, M.D., of Hyden, Kentucky, and M. A. 
Blankenhorn, M.D., of Cincinnati, report in The Journal 
of the American Medical Association. 

The experiments with nicotinic acid for chronic forms 
of the disease were undertaken in view of the remarkable 
results which the drug is reported to have in acute pellagra. 

Forty-one patients seen in an ambulatory clinic in a Ken- 
tucky mountain district were studied. None of the patients 
had a change of diet. 

Twenty-eight of the forty-one patients were completely 
cured and remained weli, twelve patients were partially 
improved, and the condition of one, who was inadequately 
treated, was unchanged. All of those who were partially re- 
lieved were poorly nourished or only fairly well nourished. 

While nicotinic acid sometimes aided in the restoration 
of health, even when the pellagra was cured a consider- 
able amount of ill health, such as anemia, underweight, 
and diarrhea, persisted among the authors’ patients. Re- 
lapses also may occur, they state. 

Eight patients showed significant gains in weight (five 
or more pounds). Fourteen showed a loss of one or more 
pounds. “It is significant that no person who ate more of 
his poor diet and gained weight thereby had an increase in 
the severity of pellagra,” the authors point out. 
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Coming Meetings. 


American Medical Association, New York, June 10-14, 
1940. Olin West, M.D., Secretary, 535 North Dearborn 
Street, Chicago, Illinois. 


California Medical Association, Hotel Del Coronado, 
Coronado, May 6-9, 1940. George H. Kress, M. D., Secre- 
tary, 450 Sutter Street, San Francisco. 


Association of Western Hospitals, Hotel Biltmore, Los 
Angeles, April 8-11, 1940. Thomas F. Clark, Executive 
Secretary, 1182 Market Street, San Francisco. 


Medical Broadcasts.* 
Los Angeles County Medical Association. 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of October is as 
follows: 
Thursday, 

Health. 


Saturday, October 7—KFI, 10:30 a. m., The Road of Health; 
KFAC, 11:45 a. m., Your Doctor and You. 

Thursday, October 12—KECA, 9:45 a. m., The Road of 
Health. 

Saturday, October 14—KFI, 10:30 a. m., The Road of Health; 
KFAC, 11:45 a. m., Your Doctor and You. 

Thursday, October 19—KECA, 9:30 a. m., The Road of 
Health. 

Saturday, October 21—KFI, 10:30 a.m., The Road of Health ; 
KFAC, 11:45 a. m., Your Doctor and You. 

Thursday, October 26—KECA, 9:30 a. m., The Road of 
Health. 

Saturday, October 28—KFI, 10:30 a. m., The Road of Health; 
KFAC, 11:45 a. m., Your Doctor and You. 


October 5—KECA, 9:45 a. m., The Road of 


Striking Results Produced by Diabetic Camp.—Con- 
clusive proof of the efficacy of fresh air, exercise, and 
sunshine in the treatment of diabetes was offered by the 
state-wide diabetic camp for children just ended at Whita- 
ker’s Forest, a holding of the University of California in 
Tulare County. The camp was provided by a number of 
organizations and friends of the little diabetics, and was 
the first state-wide institution of its kind in the country, 
so far as is known. 


Evidence that the camp has made possible important new 
developments in the treatment of the disease was offered 
by Dr. Mary Olney of the department of pediatrics, Uni- 
versity of California Medical School, who was in charge. 
Doctor Olney noted a remarkable reduction in the amount 
of insulin required, due to exercise and diet. She found 
also that the recreation features could be enlarged upon, 
due to the response made by the children to the general 
health conditions prevailing. One overnight pack trip was 
made to General Grant National Park and another to 
Sequoia National Park. On both occasions the children 
slept in their blankets on the ground and prepared their 
meals in the open in camp style, but with critical attention 
being paid to the items and the quantity of the diet, in 
keeping with their condition. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
Station, day, date and hour and subject) to CALIFORNIA 


AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column, 
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Sickness Statistics.—With respect to all sickness and 
nonindustrial injuries of at least one week’s duration, the 
annual number of cases per one thousand workers for the 
first quarter of this year (123.5) jumped 25 per cent above 
the corresponding rate for 1938. It is still 16 per cent below 
that for 1937, however. 


This information is based upon recent reports from 
twenty-six industrial sick-benefit organizations with mem- 
berships of over 170,000 men in nine states and Canada, 
and compiled by Dr. William M. Gafafer, Senior Statis- 
tician, United States Public Health Service. 

“The increase,” according to Doctor Gafafer (Public 
Health Reports, August 25, 1939), “was apparently caused 
by the relatively high rate (65.4) of respiratory diseases— 
principally influenza and grippe. These latter diseases oc- 
curred at the rate of forty cases per 100,000 male workers.” 
(This rate was 16.8 per 1,000 workers last year for the 
corresponding period; 60.9 for 1937.) 

Further broken down, the figures show a drop of 1.3 
under 1938 in the nonindustrial injuries rate, compared 
to an increase of from 88.3 to 114.0 per 1,000 men for 
the general sickness rate. Nonrespiratory, digestive, and 
nondigestive disease rates have shown slight changes during 
the last two years. 


Mental Hygiene Society of Northern California. 
The Mental Hygiene Society of Northern California an- 
nounces a series of lectures on “Mental Health in Action.” 

Dr. Walter L. Treadway, Medical Director of the United 
States Public Health Service, formerly assistant surgeon- 
general, Division of Mental Hygiene of the United States 
Public Health Service, now on loan at the University of 
California, will open the series on October 18 with a dis- 
cussion of “The Poor, The Sick, The Bad.” Dean Langley 
Porter will preside. 

On October 25 Dr. Ernest R. Hilgard, Department of 
Psychology, Stanford University, will speak on “Motives 
in Industry.” Albert A. Rosenshine, attorney, and former 


president of the Commonwealth Club and former As- 
semblyman, will preside. 


On November 1, Dr. H. E. Chamberlain, Consulting 
Psychiatrist, State Department of Social Welfare and 
former director of the Minneapolis Child-Guidance Clinic, 
will talk on “Mental Hygiene in Everyday Life.” Dr. 
Martha A. Chickering, Director of the California State 
Department of Social Welfare, will be the chairman. 


On November 8 Dr. J. Kasanin, newly appointed director 
of the psychiatric department of Mount Zion, formerly 
director of the Michael Reese Hospital, Chicago, will talk 
on “Psycho-analysis and Mental Health: Can Neurotics Be 
Cured, and How?” Dr. Ernst Wolff will preside. 


The closing speaker on the series will be Dr. Norman 
Fenton, Director of the California Bureau of Juvenile Re- 
search and School of Education, Stanford University. Mr. 
Charles A. Simonds, Director of Counseling and Guidance 
in the San Francisco Public Schools, will preside. 


All lectures will be followed by discussion. Series, $2; 


single tickets, 60 cents. Call WE 7200, Mrs. Frieda Minz. 


The lectures will take place at Mount Zion Auditorium, 
2345 Sutter Street, at 8 p. m. 
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Results of Psittacosis Study Made Public.—The virus 
of psittacosis, a latent or manifest infection of the parrot 
and other birds, was recently described in detail by Dr. 
Karl F. Meyer, Director of the Hooper Foundation for 
Medical Research of the University of California, and Dr. 
Alfred S. Lazarus, research fellow in pathology. These 
investigators conducted long experiments to determine the 
exact nature of the virus, which was isolated some ten 
years ago. They came to the conclusion that the infective 
particle is either the elementary body or microérganism, 
an invisible particle not separable from the elementary 
body, or an invisible particle of the same size as the ele- 
mentary body. The first theory seems the most probable. 

The virus is an active infective agent and its action 
may sometimes have fatal results. “The unfortunate im- 
pression conveyed by the term ‘parrot fever,’ has led to 
the belief that the parrot is the sole offender, whereas the 
shell parrakeet plays a significant role, especially in Cali- 
fornia,” the report of the two doctors said. “Canaries, 
finches and other birds may be carriers of the virus and 
may cause human infections. A bird of the petrel family 
has been shown to be responsible for outbreaks of human 
psittacosis.” 

It was pointed out by Doctor Meyer that psittacosis is 
not an insect-borne disease, as many believed. The virus 
acts in all respects as a microOrganism requiring an intra- 
cellular habitat for multiplication and survival. It was 
isolated in 1930 by English and German scientists and im- 
munizing agents were then developed. The disease has 
broken out repeatedly in California, but the close watch 
kept on the bird carriers has resulted in a sharp decrease 
in the incidence everywhere. 


Life Span of Mental Defectives Shown to Be Brief.— 
While the life span of idiots and imbeciles is brief, as a 
rule, they seem to live longer in California than elsewhere 
in the country. This was stated in a paper presented to 
the forty-seventh annual meeting of the American Psycho- 
logical Association recently by Oscar Kaplan, graduate 
student of the University of California. 

An analysis of the life duration of 768 idiots and imbe- 
ciles who died at the Sonoma State Home’in California 
between 1917 and 1939 revealed that the average span of 
the 424 imbeciles was 26.60 years and that of the 344 idiots 
was 19.04. Research has shown that, generally, the death 
rate of imbeciles is twice as high as that of the general 
population, while the death rate of idiots is about five times 
as high. 

According to this study, female imbeciles have a 5.65 
years greater life expectancy than males, though living 
under identically the same conditions at the Sonoma home. 
On the other hand, the idiots exhibit no such sex discrep- 
ancy, the males showing some advantage over the women 
in this particular. The greatest number of female imbecile 
deaths occur in the period between 16 and 21, whereas the 
greatest number of male deaths occur between 6 and 11. 

“It seems probable that the same factors which produce 
the longer life span of women in the normal population 
are operative among the low-grade mental cases, also,” 
Kaplan said. 

Kaplan recorded some notable exceptions to the general 
figures in the study. About 7 per cent of the idiots survive 
beyond 50 years of age, while the same per cent for imbe- 
ciles is 15.80. There is some evidence to show also that 
imbeciles who come from long-lived parents stand a better 
chance to exceed the general mortality age. 

Kaplan ventured the opinion that “the favorable climate 
of California may be a factor in the comparatively long 
life of aments at the Sonoma State Home, as compared 
with similar institutions elsewhere. The patients are able to 
remain out of doors for long periods of the year, and this 
is especially significant since respiratory disease is the lead- 
ing cause of death. 
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Postgraduate Symposium on Heart Disease for Prac- 
ticing Physicians.—The tenth annual postgraduate sym- 
posium on heart disease, given by the Heart Committee of 
the San Francisco County Medical Society, will be held 
in San Francisco November 16, 17, and 18, 1939. There 
will be morning, afternoon, and evening sessions, which 
will be held at the University of California Hospital, Stan- 
ford University Hospital, and San Francisco Hospital. 
The course will include demonstration of patients present- 
ing problems in the various types of heart disease, dis- 
cussion and evaluation of specific diagnostic procedures 
and therapy, and differential diagnosis, and treatment. 
There will be ward rounds, and special classes in x-ray, 
fluoroscopy, and electrocardiography. 

A dinner meeting will be held on the opening night of the 
symposium, at which time Dr. William Dock, Professor 
oi Pathology of Stanford University Medical School, will 


, be the speaker. 


The program for the symposium is being arranged by 
the following physicians: Doctors Richard D. Friedlander, 
Dorothy Atkinson, F. L. Chamberlain, Gordon E. Hein, 
William J. Kerr, Charles Noble, Jr., Ann P. Purdy, 
J. Marion Read, and Francis Rochex. 

There will be a registration fee of $15. Applications for 
registration and programs should be addressed to the San 
Francisco Heart Committee, 604 Mission Street, Room 802, 
San Francisco. 


American Public Health Association.—Almost thirty- 
five hundred health officers, nurses, engineers, school phy- 
sicians, laboratory directors and other health specialists 
will attend the sixty-eighth annual meeting of the Ameri- 
can Public Health Association and meetings of related 
organizations in Pittsburgh, Pennsylvania, beginning Sun- 
day, October 15 and ending Friday, October 20. 

Every state in the Union, Canada, Cuba, and Mexico, 
and many European countries will send their health leaders 
to participate in a scientific program embracing the official 
public health activities of the North American continent. 

On Sunday, October 15, the Sixth Institute on Public 
Health Education begins. The Institute continues on Mon- 
day, October 16, and the International Society of Medical 
Health Officers, the American School Health Association, 
the Association of Women in Public Health, and the Na- 
tional Organization for Public Health Nursing also meet. 
Five conference groups convene on Monday: state lab- 
oratory directors, state sanitary engineers, municipal pub- 
lic health engineers, directors of local health service, and 
state directors of public health nursing. 

Six general sessions throughout the week will engage 
the attention of all delegates. Medical Care, Cancer, Pro- 
fessional Education, The American Way as Seen from 
Abroad, are among the subjects chosen for the general 
assemblies. 

The ten Sections of the Association have arranged an 
extensive series of joint and individual meetings covering 
topics of interest to health officers, laboratory workers, 
vital statisticians, industrial hygienists, public health engi- 
neers, food and nutritionists, child hygienists, public health 
education experts, epidemiologists, and public health nurses. 

Other organizations meeting during the week are the 
Pennsylvania Public Health Association, the Tri-State 
Food and Health Officials, the American Social Hygiene 
Association, Delta Omega, and the American Association 
of State Registration Executives. 


An extensive health exhibit featuring commercial and 
scientific displays is an important part of the meeting. 

Headquarters will be the William Penn Hotel. 

The preliminary program has been reprinted from the 
August issue of the American Journal of Public Health 
and may be obtained from the American Public Health 
Association, 50 West Fiftieth Street, New York, N. Y. 
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Evening Medical Dictation Class—The Oakland pub- 
lic schools recently announced that an evening medical 
dictation class had started on September 11. Meetings 
were on Monday and Wednesday evenings from 8:15 to 
9:15 for a period of six weeks. Sessions will be repeated 
as often as the demand may justify. 

This class was instructed by Miss Josephine Chiesa, 
nationally known shorthand champion, and was devoted 
entirely to a study of medical terms, outlines, and shortcuts. 
The course was open only to those who could take dictation 
at a good rate of speed. The registration fee was 75 cents. 

Other metropolitan school districts may wish to consider 
the institution of such a course for medical secretaries. 


Deaths From Catastrophes Fewer This Year.—With 
the picture of the ill-fated Squalus vivid in our mind’s eye, 
and the memory of the disastrous April tornadoes in the 
South Central States still fresh, it comes as a surprise to 
be told that the first six months of the current year com- 
pare favorably with most other years in the death toll from 
major catastrophes. ... 


While it is true that a few disasters may not have been 
reported in the daily press, the record, it is believed, is 
reasonably complete. The number of accidents in which 
five or more people were killed in the first half of the year, 
as reported by the agencies mentioned, was twenty-nine, 
with a total loss of life of 266. During the first half of 
the three preceding years there was an average of forty- 
five multiple-fatality accidents, with an average total loss 
of about 750 lives. In 1938, between January and July, 
there were 57 major accidents, which took 771 lives in all. 
Chiefly contributing to this toll were the devastating floods 
in Southern California (181 lives) ; two tornadoes in the 
Mid-Western States (62 lives); a tornado at Rodessa, 
Louisiana (25 lives) ; a railroad accident in Montana (47 
lives) ; a mine explosion in Virginia (45 lives) ; and a hotel 
fire in Atlanta, Georgia (35 lives). 

A large part of the loss of life in multiple-fatality acci- 
dents results from those in which a relatively small number 
of persons, namely, five to ten, lose their lives. Burning 
homes and automobile accidents figure prominently in 
tragedies of this kind. Other major disasters, however, 
also play a prominent part every year. Running through 
the record for the last decade, it was found that not a single 
year went by but that at least one accident occurred with 
thirty or more fatalities during the period corresponding 
to the six months just past, and in some years there were 
as many as five such accidents before the first of July. 
Natural catastrophes, as distinguished from those result- 
ing from the acts of man, contributed very heavily to the 
general total. Tornadoes in Mississippi, Alabama, and 
Georgia took 402 lives in April, 1936; in Alabama, Georgia, 
Tennessee, Kentucky, and South Carolina, more than 360 
lives in March, 1932; a flood in Southern California, 181 
lives in February and March, 1938; the Ohio-Mississippi 
Valley flood, 137 lives in January and February, 1937; and 
the earthquake in Long Beach, California, 120 lives in 
March, 1933. 


Almost as devastating in their effects as these cataclysms 
were the fire in the Ohio State Penitentiary at Columbus 
(320 lives) in April, 1930; and the explosion in the New 
London, Texas, school (294 lives) in March, 1937. 

Government and industry have done much to reduce the 
hazard of mass loss of life in floods and forest fires, and 
in mine, steamboat, and railroad disasters. Nevertheless, 
it is clear that much still remains to be done in preventing 
these serious accidents when a three-year average for the 
first six months of the year runs to 750 fatalities ; and even 
in an exceptionally favorable year, such as the current one, 
the figure is still more than 250. 
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Southwestern Pediatric Society.—Dr. Joseph Brenne- 
man presented the 1939 course of lectures and clinical dis- 
cussions, an annual event sponsored by the Southwestern 
Pediatric Society. Over one hundred California pedia- 
tricians were in attendance at the three meetings, held at 
the Los Angeles Children’s Hospital on September 14 
and 15. 


Death Comes to Miss Hafford.—Miss Eloise A. Haf- 
ford, a pioneer in the movement to control venereal diseases 
in California, died on July 10, 1939. The most recent 
achievement of Miss Hafford was the passage of laws re- 
quiring prenatal and premarital examinations for syphilis. 
Although advanced in years, she stayed in Sacramento 
during the entire 1939 legislative session, tirelessly work- 
ing in the interests of the bills. 

For many years Miss Hafford engaged in educational 
work, in the prevention of venereal diseases. She was 
actively interested in Ruth Home, Los Angeles, and in 
the Pacific Protective Society, Oakland, both of which 
admit infected girls and young women for institutional 
care. She organized the Southern California Society for 
the Control of Syphilis and Gonorrhea and was executive 
secretary of the Society at the time of her death—W eekly 
Bulletin, California State Department of Public Health, 
August 5. 


Annual Meeting of Academy of Ophthalmology and 
Otolaryngology.—The forty-fourth annual meeting of 
the American Academy of Ophthalmology and Otolaryn- 
gology will be held in Chicago October 8-13 at the Palmer 
House. The Academy will again present its elaborate 
courses of instruction, with more than one hundred special- 
ists as teachers; four afternoon programs of motion 
pictures and a scientific exhibit, in addition to its formal 
scientific program. 

There will be one joint session at which Dr. George M. 
Coates, Philadelphia, will deliver his presidential address 
and Dr. Burt R. Shurly, Detroit, will be introduced as the 
Academy’s guest of honor for the year and will deliver 
an address. 


At this session a symposium on essential hypertension 
will be presented by Drs. Albert C. Furstenberg, Ann 
Arbor, Michigan, speaking from the standpoint of the oto- 
laryngologist; Henry P. Wagener, Rochester, Minnesota, 
the ophthalmologist; and Roy W. Scott, Cleveland, the 
internist. 


Two foreign guests will address the section meetings, 
which will be held on alternate afternoons. These guests 
are Prof. Joseph Igersheimer, Istanbul, Turkey, who will 
discuss “The Optic Nerve and Diseases of Hypertension,” 
and Arthur DeSa, Pernambuco, Brazil, who is to speak on 
“Ethmoiditis.” 


Mount Zion Hospital: Psychiatric Department.— 
With the increased recognition of the importance of psy- 
chiatry in general medicine, and with the growing demand 
for more psychiatric service, a separate psychiatric depart- 
ment was organized at the Mount Zion Hospital in San 
Francisco by reorganizing the department of neuropsy- 
chiatry into two independent services—the Neurological 
Service and the Psychiatric Service. Dr. J. Kasanin, Di- 
rector of the Psychiatric Department of the Michael Reese 
Hospital, Chicago, Illinois, and Assistant Professor of 
Psychiatry at the Rush Medical College, University of 
Chicago, has been appointed as chief of the service. As- 
sociated with him will be Dr. Mervyn Hirschfeld, As- 
sistant Professor of Neurology at the University of Cali- 
fornia Medical School, who for many years has been inter- 
ested in the development of such a Service. A great deal 
of attention will be paid to the development of the work 
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in child psychiatry, which will be under the direction of 
Dr. Joseph C. Solomon, formerly on the staff of the Balti- 
more Child-Guidance Clinic. Dr. William M. Cameron has 
been appointed as resident psychiatrist, and Miss Pearl J. 
Lowenstein, M. S. S., will be in charge of psychiatric social 
service work. Other appointments will follow later. The 
clinic will attempt to meet the needs of the hospital and, to 
some extent, of the local community. 

In its research program the clinic will attempt to perfect 
more effective methods of therapy of the various neuroses 
both in adult and children, which are commonly found in 
medical practice. Especial attention will be paid to the field 
of psychosomatic medicine which is coming into promi- 
nence at the present time. 





American Board of Obstetrics and Gynecology:* Ex- 
aminations.—The next written examination and review of 
case histories (Part I) for Group B candidates will be held 
in various cities of the United States and Canada on Satur- 
day, January 6, 1940, at 2 p.m. The Board announces that 
it will hold only one Group B, Part I, examination this 
year prior to the final general examination (Part II), in- 
stead of two as in former years. Candidates who success- 
fully complete the Part I examination proceed automati- 
cally to the Part II examination held in June, 1940. 

Applications for admission to Group B, Part I, exami- 
nations must be on file in the Secretary’s office not later 
than October 4, 1939. 

The general oral and pathologic examinations (Part II) 
for all candidates (Groups A annd B) will be conducted 
by the entire board, meeting in Atlantic City, New Jersey, 
on June 8, 9, 10, and 11, 1940, immediately prior to the 
annual meeting of the American Medical Association in 
New York City. 

Applications for admission to Group A, Part II exami- 
nations must be on file in the Secretary’s office not later 
than March 15, 1940. 

After January 1, 1942, there will be only one classifi- 
cation of candidates, and all will be required to take the 
Part I examinations (written paper and case records) and 
the Part II examinations (pathologic and oral). 

For further information and application blanks, address 
Dr. Paul Titus, Secretary, 1015 Highland Building, Pitts- 
burgh (6), Pennsylvania. 





Longevity of the American People Increasing.—The 
health of the American people is getting better all the time, 
and their average length of life is increasing accordingly. 

Since the turn of the century the average length of life 
of the white boy baby has increased by 12% years; in 1937 
his expectation of life at birth was 60.75 years, whereas 
in 1901 it was only 48.23 years. For the white girl baby 
the gain in average length of life over the same period has 
been even greater and amounts to 14 years, the improve- 
ment being from an expectation of life at birth of 51.08 
years in 1901 to one of 65.08 years in 1937. Our women 
do better than our men by four years and four months. 

These gains have been accomplished despite the World 
War, an influenza pandemic which destroyed even more 
human lives than did the War, and the greatest economic 
upheaval of generations, with its health-menacing potenti- 
alities. 

An even more striking measure of the improvement in 
longevity since the beginning of the century than that pro- 
vided by the expectation of life at birth is found in the 
proportions of the babies born who survive to later years 
of age. In 1901 less than nine out of every ten white male 
babies born alive survived to reach their first birthday. 


*For roster of approved examining boards in medical 
specialties and other information, see Educational Number 
of The Journal of the American Medical Association, August 
26, 1939, pp. 800-824. 
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However, by 1937 health conditions had improved to such 
an extent that at least nine out of every ten newly born 
will attain age 24. Among white girl babies, too, less than 
nine out of every ten born in 1901 survived their first year 
of life; but in 1937 the conditions were such that nine out 
of every ten babies will reach age 32. According to the 
situation prevailing in 1901, almost half of the white male 
babies would have died before attaining age 57, while the 
halfway mark on the basis of health conditions in 1937 was 
at 67 years. For white females the corresponding ages 
were 61 years in 1901 and 72 in 1937. With half our 
womenfolk surviving beyond the seventy-year mark, we 
can well understand why our population is rapidly growing 
older. 

On the whole, the improvement in longevity since the 
opening years of this century was concentrated largely in 
its second and third decades. 


When compared with most of the countries for which 
data are available, the United States now ranks very high 
in expectation of life at birth. Thus, in recent comparable 
periods, the expectation of life at birth in the United States 
was greater than that in Belgium by about three years, 
Czechoslovakia by almost eight years, England and Wales 
by a little over one-half year, Irish Free State by 334 years, 
Finland by six years, France by 424 years, Germany by 
somewhat over one year, Italy by almost 6%4 years, Poland 
by 12% years, and Scotland by four years. Switzerland, 
in the period from 1929 to 1932, and the Union of South 
Africa, in 1936, had expectations of life at birth not far 
different from that of white persons in the United States 
in the same periods. On the other hand, the Scandinavian 
countries, Australia, and New Zealand still rank above the 
United States in average length of life. The differences in 
favor of these countries in recent comparable periods are: 
Sweden, two years; Denmark, one-half year; Norway, 
2% years; Netherlands, 3%4 years; Australia, 234 years; 
and New Zealand, 434 years. Although these countries 
make better showings than the United States as a whole, 
several of our states compare favorably with them. These 
states, which form a solid block in the Midwest, include 
the Dakotas, Iowa, Kansas, and Nebraska. 


Although the expectation of life at birth in the United 
States is continuing in its upward trend, the pace has 
slackened in more recent years. This situation may be quite 
normal, for it could hardly be expected that the rapid ad- 
vance experienced in the years from 1910 to 1930 could 
continue indefinitely into the future. There is, however, 
no good reason why the improvement in our longevity 
should not be fast enough to enable us to catch up, in a 
relatively short time, with those countries whose expecta- 
tions of life at birth are now greater than ours. Certainly 
we have available the knowledge, skill, and wealth which 
should help us into first place among the countries of the 
world in regard to longevity. 





Annual Session: Department of Health Officers.— 
The Department of Health Officers, League of Cali- 
fornia Municipalities, held its annual session in Oakland 
on September 18 to 20, 1939, with headquarters in the 
Hotel Oakland. The program follows: 


Monday, September 18 
9a.m. Registration 


9:30 a. m. 
South Room 
Presiding: W. A. Powell, President, Department of Health 
Officers, League of California Municipalities. Health 
Officer, Contra Costa County, Martinez. 
Address of Welcome: N. N. Ashley, M.D., City Health 
Officer, Oakland. 


Response: Herbert F. True, M.D., Representative of Health 
Officers Board of Directors, League of California Munici- 
palities, City Health Officer, Sacramento. 
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Report of the Secretary: Walter M. Dickie, M. D5 Secre- 
tary of Department of Health Officers, Director of Public 
Health, California State Department of Public Health, 
Sacramento. 

Qualification Standards for Public Health Workers: Medi- 
cal Director F. A. Carmelia, United States Public Health 
Service, San Francisco. ; 

Announcement of Committee Appointments. 


10:30 a, m. 
General Session, League of California Municipalities. 


2p. m. 
South Room 
Presiding: Frank L. Kelly, M.D., City Health Officer, 
Berkeley. 
ROUND-TABLE DISCUSSIONS 
I. Present Status of Tuberculosis Control 
Blue Room 
Leader: W. R. P. Clark, M. D., Member, California State 
Board of Public Health, San Francisco. 
C. T. Roome, M. D., City Health Officer, Santa Barbara. 
A. M. Lesem, M. D., Director of Public Health, City and 
County of San Diego. 
P. K. Telford, M.D., Chief, Tuberculosis Services, Los 
Angeles County Health Department, Los Angeles. 
N. N. Ashley, M. D., City Health Officer, Oakland. 


Il. Nutrition 
West Room 

Leader: Myrnie Gifford, M. D., Assistant Health Officer, 
Bakersfield. 

Ww. F. Stein, M. D., Health Officer, Fresno County, Fresno. 

Olive V. Cordua, M. D., Chief, Bureau of Child Hygiene, 
Department of Public Health, San Diego. 

Lillian Brinkman, Chief, Nutrition Services, Bureau of 
Child Hygiene, State Department of Public Health, San 
Francisco. 

H. C. Brown, M. D., City Health Officer, San Jose. 

Ill. Dental Care of Children 
South Room 

Leader: Guy S. Millberry, D. D.S., Professor of Dental 
Health Education, University of California College of 
Dentistry, San Francisco. 

J. J. Sippy, M. D., Health Officer, San Joaquin Local Health 
District, Stockton. 

C. G. Gillespie, C. E., Chief, Bureau of Sanitary Engineer- 
ing, California State Department of Public Health, 
Berkeley. 

E. Pearl Hannah, D. D. S., Director, School Dental Clinic, 
Palo Alto. 

3:30 p. m. 
South Room 

Summaries of round-table discussions by leaders of re- 
spective groups. 

Tuesday, September 19 
9:00 a. m. 
South Room 

Presiding: J. C. Geiger, M. D., Director of Public Health, 
San Francisco. 

Symposium on Epidemic Poliomyelitis 

Present Status of Chemoprophylaxis in Epidemic Polio- 
myelitis—E. W. Schultz, M. D., Department of Bacteri- 
ology and Experimental Pathology, Stanford University, 
California. 

Criteria on Diagnosis of Epidemic Poliomyelitis—Edward 
3. Shaw, M. D., Children’s Hospital, San Francisco. 

After-Care of Epidemic Poliomyelitis—Donald E. King, 
M. D., Stanford Hospital, San Francisco. 

2 p. m. 
South Room 
Presiding: John D, Fuller, M. D., County Health Officer, 
Santa Cruz. 
ROUND-TABLE DISCUSSIONS 
I. Control of Communicable Diseases 
South Room 

Leader: George Parrish, M. D., City Health Officer, Los 
Angeles. 

E. M. Bingham. M. D., Health Officer, San Luis Obispo. 

W. W. Fenton, M.D., Health Officer, San Bernardino 
County, San Bernardino. 

G. E. McDonald, M. D., City Health Officer, Long Beach. 


H. L. Wynns, M. D., Chief, Bureau of Epidemiology, State 
Department of Public Health, San Francisco. 
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II. The Control of Syphilis and Gonorrhea 
Venetian Room 
Leader: H. F. True, M. D., City Health Officer, Sacramento. 
H. M. Elliott, M. D., Chief, Bureau of Venereal Diseases, 
Los Angeles City Health Department, Los Angeles. 
G. H. Becker, M. D., Chief, Bureau of Epidemiology, San 
Francisco Department of Public Health, San Francisco. 


Warren F. Fox, M.D., Health Officer, Imperial County, 
El Centro. 


M. H. Merrill, M. D., Chief, Bureau of Venereal Diseases, 
California State Department of Public Health. 


III. Immunization Program 
Blue Room 


Leader: Ellis Sox, M. D., Health Officer, Tulare County, 
Visalia. 


A. F. Brewer, M. D., Health Officer, Solano County, Fair- 
field. 


C. M. Burchfiel, M. D., Health Officer, Santa Clara County, 
San Jose. 


Louis Olsen, City Health Officer, Palo Alto. 


3:30 p. m. 
South Room 


Summaries by leaders of respective groups on round-table 
discussions, 


6 p. m. 

Annual Banquet, Department of Health Officers, League of 
California Municipalities, Fiesta Room, City Club Hotel, 
1428 Alice Street. 

Wednesday, September 20 
10 a. m. 
Cameo Room 


Presiding: I. O. Church, M. D., Health Officer, Alameda 
County, San Leandro. 

Trichinosis—Mrs. Kathe Zahn, Albany. 

Pest Control in Rural Areas—Edward T. Ross, Chief, Bu- 
reau of Sanitary Inspections, California State Department 
of Public Health, San Francisco. 

Mussel Poisoning—Hermann Sommer, Ph. D., Hooper 


Foundation for Medical Research, Medical Center, San 
Francisco. 


Sewage Disposal Plants for Small Homes—Roy E. Dodson, 


Jr., Sanitary Engineer, Contra Costa County Health De- 
partment, Martinez. 


Business session. 
Report of committees. 


Report of Representative on Board of Directors, League of 
California Municipalities. 


Election of officers, 
2p. m, 

Cameo Room 

Presiding: A. M. Lesem, M.D., Director, Department of 
Public Health, San Diego City and County, San Diego. 
ROUND-TABLE DISCUSSIONS 
I. Food Poisoning 
Cameo Room 


Leader: Roy Gilbert, M. D., Assistant Health Officer, Los 
Angeles County, Los Angeles. 

C. C. Gans, M. D., Health Officer, San Mateo County, Red- 
wood City. 


I. O. Church, M. D., Health Officer, Alameda County, San 
Leandro, 


C. R. Wylie, County Health Officer, Ventura County, Ven- 
tura, 


D. M. Bissell, 
Salinas. 


M. D., Health Officer, Monterey County, 


II. Mosquito and Malaria Control 
Room 107 


Leader: Harold F. Gray, Superintendent, Alameda County 
Mosquito Abatement District, Court House, Oakland. 


E, F. Reamer, M. D., Health Officer, Stanislaus County, 
Modesto. 


John O. Raffety, M. D., Health Officer, Yolo County, Wood- 
land. 


Harold R. Hennessey, 
Counties, Yuba City. 
Lee A. Stone, M.D., Health Officer, Madera County, Madera. 
Ill. Public Relations and Health Education 
Room 101 


Leader: R. L. Kaufman, M. D., 
Riverside. 


B. L. Zinnamon, M. D., Health Officer, Sonoma County, 
Santa Rosa. 


Health Officer, Sutter and Yuba 


County Health Officer, 











October, 1939 


Mrs. Ann Wilson Haynes, Public Information Editor, Cali- 
fornia State Department of Public Health, San Francisco. 
J. D. Fuller, M.D., Health Officer, Santa Cruz County, 
Santa Cruz. 
3:30 p. m. 
Cameo Room 


Summaries of round-table discussions by leaders of re- 
spective groups. 





Press Clippings.—Some news items from the daily press 
on matters related to medical practice follow: 


Olson Urges Dental Program to Avert State Control Plan 


Unless dentists codperate in a program under which 
public health shall be made available for all the people of 
California, regardless of economic status, they face ‘‘an 
enforced public health policy, controlled by the State.”’ 


Such was the greeting given three thousand dentists of 
the Pacific Coast, assembled yesterday at the Fairmont 
Hotel for the Golden Gate Dental Congress observing one 
hundred years of organized dentistry, by Governor Olson. 
The luncheon marked the beginning of a four-day session 
of the congress, in which are joined the California State 
Dental Association, Dr. Howard B. Kirtland, president, and 
the Southern California State Dental Association, Dr. 
Stanley Rice, president. 


Outlines Objectives 


“Your State government,” began Governor Olson after he 
had paid high tribute to the integrity of the dental profes- 
sion, ‘“‘is engaged in a program to see that the fullest meas- 
ure of public Health is extended, not only to those who can 
afford to pay fully or partially for it, but to those who can 
pay nothing—to all the people. 


“This means that the members of your profession, like 
the men and women of the medical profession, must give up 
part of your individual gain. 


“This will be more than repaid to you by the knowledge 
that you are contributing to human progress, to the public 
health, to the general welfare of the State. 


Sure of Coéperation 


“I am sure your profession will codperate, as it always 
has in the past where humanitarian measures are para- 
mount. But if this codperation is not forthcoming, rest 
assured that you will face an enforced public health policy, 
controlled by the State. It is inevitable. 


“The public health needs of the people must not be con- 
trolled by purely mercenary considerations.”’ 


Following the luncheon the dentists gathered in seven 
sections to hear addresses, papers and demonstrations by 
the leaders of the profession from all over the world. 


The sections and chairmen were: Dental schools, Dr. 
Willard C. Fleming; dentistry for children, Dr. Edwin C. 
Randol; oral medicine, Dr. Hermann Becks; operative 
dentistry, Dr. Harry E. Frisbie; radiography and oral sur- 
gery, Dr. Hans W. Sorensen; partial denture prosthesis, 
Dr. Alver Selberg, and full denture prosthesis, Dr. Jack 
Werner.—San Francisco Chronicle, September 26. 


7. * *# 


Court Upholds Exclusion of Osteopaths from Florida 
Municipal Hospital 


A municipality, according to the circuit court, eleventh 
judicial circuit, Florida, in the recent case of Richardson, 
an osteopath, vs. Miami, may through its proper officers and 
agents regulate the use of the facilities of a hospital it oper- 
ates and unless a practitioner can qualify under the regu- 
lations that have been adopted he may not complain to the 
courts over being denied admittance. No member of any 
school of medicine, the court pointed out, has such a 
right to the privileges of a municipal hospital, and even 
though the Florida osteopathic practice act undertakes to 
accord to osteopaths “the same rights as physicians and 
surgeons of other schools of medicine with respect to the 
treatment of cases or holding of offices in public institu- 
tions,’”’ that act regulates the practice of osteopaths, not 
the operation of hospitals.—Journal of the American Medi- 
cal Association, Sept. 23, 1939. 


* * * 


All-Time Registration Record Predicted 
Sacramento, Sept. 20 (AP).—An all-time State record 
registration of 3,750,000 voters for the November 7 special 
election was predicted today by Deputy Secretary of State 
Charles J. Hagerty. 
The estimate by the State’s election expert highlighted 
an accumulation of facts, figures and informal guesswork 


at the Capitol nine days in advance of the registration 
deadline. 
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A member of the Governor’s staff estimated the special 
election—first in four years—would attract about 70 per 
cent of the registered voters. On the basis of Hagerty’s 
estimate, that would bring 2,625,000 persons to the polls. 

Establishing a new high mark, 3,611,000 voters registered 
for the 1938 general election in which the “ham and eggs” 
pension plan, chief issue of the present campaign, was de- 
feated. Almost 75 per cent of that number, or 2,695,904, 
actually voted. ‘Thirty Thursday” lost by a margin of 
1,143,670 for to 1,398,999 against. Reappearance of the ham 
and eggs proposition has boosted registration.—San Fran- 
cisco Chronicle. 

* * * 


Fields Urges Pay Patients at Hospital 


Establishment of a policy to permit admittance of part- 
pay patients to Butte County’s new county hospital was 
advocated by Supervisor R. E. Fields Monday afternoon 
when the supervisors considered a request of a Chico 
almond worker that his wife be given hospitalization. 

Fields asserted 12 per cent of the population falls in the 
class that is not indigent and yet cannot afford private 
hospitalization. 

He said such persons want to “hold their heads up” and 
pay for hospital care. However, private hospitalization ex- 
penses often would saddle them with a debt from which 
they could not recover and might force them ultimately on 
indigent rolls, he added. 

John Patterson, who asked that his wife be admitted to 
the institution, said he is earning $3 a day as an almond 
harvest worker and has lived in the county twenty-eight 
years. 

Although unable to admit the woman as an indigent, 
supervisors voted to permit her to enter the hospital as an 
emergency case, on recommendation of Dr. E. L. Meyers, 
assistant county health officer, who said she needed imme- 
diate hospital care.—Oroville Mercury-Register, August 29. 


* *¢ * 


Tehama County Supervisors Adopt Plan for Pay Patients 
Board Reserves Right to Employ Hospital Nurses 


Patients who cannot afford private hospitalization may 
now be admitted to the Tehama County Hospital, provided 
certain requirements are met as outlined by the board of 
supervisors. 

Meeting in the joint session with the Tehama County 
Welfare Board, the supervisors yesterday passed on a 
modified plan governing the operation of the county hos- 
pital. 

Flat Rate to Be Charged 

It was agreed that patients who cannot afford to pay for 
private hospital facilities may be admitted to the county 
hospital if certain requirements are fulfilled. 

The patient will be charged a flat rate, according to the 
type of treatment received. 

If the patient cannot meet the obligation the board of 
supervisors is empowered to prorate the bill. 

The county welfare director, or her assistants, will in- 
vestigate each case to determine entrance qualifications. 

Another feature of the modified hospital plan is that all 
physicians will be permitted to call on their own patients at 
the hospital. 

Milton Hull, county clerk, was instructed to notify the 
Tehama County Medical Association of the new plan. 


Long Fight Ended 


Adoption by the supervisors of the plan, drawn up by the 
welfare board several weeks ago, brings to an end a long 
fight for the inclusion of pay patients to the county hospital. 

The campaign was led by the grange and farm bureau. 

The plan, introduced on a statewide basis, was defeated 
in the last Legislature. 

The Tehama County Board of Supervisors at first adopted 
the plan in principle. Details of the project were turned 
over to the welfare board. 

One of the outstanding recommendations of the welfare 
board was for a manager of the hospital who will be re- 
sponsible for the maintenance of the unit. 


Manager Named 


The original plan submitted by the welfare board was 
adopted by the supervisors with the stipulation that certain 
modifications be made that would tend to cut down the 
1939-40 budget. 

Joseph Carlisle, who has been employed at the hospital 
for some time in a general capacity, was appointed as man- 
ager with a salary raise to $100 a month. 

At yesterday’s meeting it was agreed that all purchases 
for the hospital will be made on bids approved by the board 
of supervisors on specified requisition forms. 


Board to Name Nurses 


Other purchases made without bid must also be approved 
by the board. 
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The supervisors were empowered to employ and dismiss 
all nurses. Hiring was formerly handled by the county 
physician. 

The head nurse will be selected by the board of super- 
visors from the applications on file. She must be a graduate 
of an approved state or equivalent training school. 

The head nurse will be in charge of all other nurses, in- 
cluding those on special duty. 

Members of the welfare board present at yesterday’s 
meeting, whose hospital recommendations were unani- 
mously approved by the supervisors, were Mrs. T. B. Win- 
kenhofer, chairman; W, J. Harrington, secretary, and H. K. 
Shirk.—Red Bluff News, August 29. 


* * * 


Doctor Cushman Resigns Post 


Mendocino Hospital Superintendent Will Retire After Fifty- 
six Years of Professional Career 


The resignation of Dr. R. A. Cushman, for the past seven 
years superintendent of the Mendocino State Hospital at 
Talmage, is being tendered, effective October 1, it was 
announced yesterday. 

Doctor Cushman, who is 83 years of age and one of the 
oldest physicians in California, will retire to live at Clover- 
dale after fifty-six years of active professional life. 

Meanwhile, it was learned that Dr. Walter A. Rapaport, 
a one-time medical assistant at the institution and now on 
the staff of the State Hospital at Napa, is slated to step 
into Doctor Cushman’s position.—San Francisco Examiner, 


September 5. 
> 2 6 


“California Citizens” Act to Stem Migrant Influx 


Bakersfield, Aug. 24.—With three hundred thousand 
migrants already in California and more coming daily, 
Thomas W. McManus announced today that he would again 
take up the cudgels for an effective solution of the problem. 

McManus, secretary of the California Citizens Asso- 
ciation, last year drew national attention to the acute situ- 
ation and aroused public opinion to the point where con- 
gressional action was promised. ; 

“But Congress failed to act, and as a result we are being 
saddled with social problems that belong to Texas and 
Oklahoma,” he said. 

20 Per Cent Gain 

The migration, which thinned to a trickle while the Citi- 
zens Association was active, is now 20 per cent larger than 
last summer. 

Pointing to the soaring cost of taking care of migrants 
after they achieve what he called an “‘artificial citizenship” 
by living off the Farm Security Administration for one 
year, McManus declared Kern County’s budget of more 
than twelve million dollars was twice as much as the 1939-40 
budget for the entire state of Arizona. 

McManus accused politicians, professional charity work- 
ers and bureaucrats with ‘“‘fumbling and refusing to deal 
realistically’? with the problem. 

He branded proposals for colonizing migrants and putting 
them in self-help, codperatives as ‘‘visionary, lazy and des- 
perate attempts to temporize with a vexing problem.” 

“The fallacy of all these proposals is that they are di- 
rected at caring for the migrants at the expense of Cali- 
fornia taxpayers,’”’ he said. 

“We all want to see the sick, the old, and the blind 
assisted—and certainly a feeling of sympathy and a desire 
to help the unfortunate are not the exclusive property of 
left-wing visionaries—but we cannot do more and we can- 
not go on doing what we have done in the past without 
lowering California’s standards.”’ 


Compliments Farm Security Administration 


McManus complimented the Farm Security Administra- 
tion for “‘beginning to respect the California viewpoint.” 
He referred to a radio broadcast in Arkansas, Missouri, 
Kansas, New Mexico, Oklahoma and Texas, in which the 
unemployed were told to stay out of California. 


McManus said the Citizens Association would form a unit 
organization in the major agricultural valleys in an effort 
to save the tax structure from collapse, threatened by the 
growing tax burden.—Los Angeles Herald and Express, 


August 24. 
* : > 


Medicine Goes to Migrants 
Four Auto-Clinics Try to Meet Serious Problems 
(By NEA Service) 

Visalia, Aug. 28.—Medicine is coming to California’s mi- 
gratory workers, called to public attention by John Stein- 
beck’s novel, ‘“‘The Grapes of Wrath.” 

With four auto-clinics, the State is meeting one of the 
greatest medical problems of all time. 
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The roving workers can’t afford to go to a doctor’s office— 
so the doctor’s office is being brought to them. And spread 
of epidemics from farm to farm, from field to field, is being 
checked. 

From many states come the migrants to follow the crops. 
Their poverty, their nomad life make them very suscep- 
tible to contagious diseases. There are more than fifty 
thousand of these families and their living conditions range 
from absolute squalor to the comparative luxury of Federal 
Farm Security Administration camps. 

Each mobile clinic is staffed by a physician, a nurse, a 
sanitation expert. Each is equipped like a doctor’s office. 
Each roams agricultural areas with the families, giving 
care when care is needed. 

Chief goal of the squadron is immunization. Since 1937, 
the State’s Department of Public Health has vaccinated 
23,701 workers against smallpox, inoculated 74,257 against 
typhoid fever. The prevention program has cut down the 
State’s typhoid death rate to the lowest point in history. 

Job of the sanitation experts is to check conditions in all 
camps and settlements. Drainage, sewage disposal, source 
of water supply must be inspected. 

If conditions in a squatters’ camp do not meet require- 
ments, the entire population may be compelled to move toa 
new location. Ina camp maintained by a grower, the owner 
is ordered to correct the trouble. 

Should an emergency case arise, the clinics are ready. 
Rear ends of the station wagons are sometimes used as 
operating tables. 


In a newly inaugurated auto-clinic survey, Wassermann 
tests are being made to find prevalence of syphilis. Early 
results indicate that there is less venereal disease among 
the migrants than among permanent residents. 


Dovetailed with the clinic work is the recently estab- 
lished medical program of the Agricultural Workers’ 
Health and Medical Association—a nonprofit corporation of 
Federal and state organizations. Farm Security Adminis- 
tration funds pay for medical care for workers treated in 
camp clinics and the offices of private physicians. 


Dr. W. M. Dickie, State Director of Public Health, says: 
“‘We were shocked into doing something by the sight of 
migratory workers living under wretched, insanitary con- 
ditions.’’—San Francisco News, August 28. 


No Health Decline Due to Migrants 


Predictions that the health of Californians would be en- 
dangered by the influx of migrants have not materialized, 
Dr. W. M. Dickie, State Health Director, announced today. 


This promises to be an exceptionally good health year, 
said Doctor Dickie. He attributed this to the immunization 
during the past three years of thousands of migratory agri- 
cultural workers by State and local public health officers. 


The incidence of diphtheria and typhoid fever during the 
first seven months of this year was lower than during the 
same period last year, said Doctor Dickie. A decline in 
malaria cases also was reported.—San Francisco News, 


September 2. 
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Migrant Medical Aid in Two States Totals $982,207 


Valley Farm Workers Receive Services Costing Coéperative 
$300,500 


A total of $982,207 was expended by the Agricultural 
Workers Health and Medical Association in California and 
Arizona since the governmental codperative was estab- 
lished March 4, 1938. Medical and dental care was provided 
for 24,994 persons. 


This was revealed by Robert J. Graves of San Francisco, 
secretary-treasurer of the Association, in a report sub- 
mitted at the first annual meeting of the membership, held 
late yesterday in the T. W. Patterson Building. 


In his report to the directors Graves said the Association 
membership as of June 30 totaled 13,055 in the two states 
and operated on a budget of $1,082,000. Of the $982,207 actu- 
ally expended $811,000 represented medical and dental care 
for migrant farm workers and the balance of $171,207 cov- 
ered administrative costs, including clinics, equipment, 
salaries, supplies, travel, rent and utilities. 


Directors of the Association reélected are Dr. Karl L. 
Schaupp, representing the California Medical Association; 
Dr. W. R. P. Clark, State Board of Health; Dr. Albert E. 
Larsen, medical director of the SRA; Jonathan Garst, re- 
gional director of the FSA; Ralph W. Hollenberg, assistant 
regional director of the FSA; Omer Mills, regional FSA 
economist, and Graves, regional finance manager of the 
FSA. The directors are all from San Francisco. 


Retains Directorship 


Garst, who recently was appointed director of the eleven 
western states for the distribution of surplus commodities, 
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is being replaced by Lawrence Hughes as regional FSA di- 
rector. However, he is retaining his directorship in the 
health association. 


Graves reported the Association has 9,380 members in 
California and 3,675 members in Arizona. He said migrant 
farm workers living in the San Joaquin Valley received 
medical and dental services costing $300,500. The California 
expenditure amounted to $638,000 and Arizona $173,000. 


1,259 in Fresno County 


A breakdown of the figures for the valley shows 1,259 
migrants in Fresno County were given medical care, at a 
cost of $112,000; 1,712 in Tulare and Kings counties, for 
$109,000; 1,237 in Merced and Madera counties, $90,500, and 
1,220 in Kern County, at a cost of $79,000. 


Since the operation of the Association began 24,994 indi- 
viduals have been treated in the two states, with profes- 
sional services rendered by 700 physicians and 150 dentists. 
Prescriptions were filled by 900 druggists and 100 hospitals 
participated in the health movement. 


Seventeen clinics are in operation in migrant labor 
camps, five of them in Arizona, and the remainder in Cali- 
fornia, including Farmersville, Arvin, Shafter, Calipatria, 
Westley, Marysville, Winters, Gridley, Windsor, Indio, 
Brawley and Thornton. Another clinic is being opened in 
the near future at Firebaugh. 


Richard W. Lyon is the general manager of the Associ- 
ation and H. E. Stevenson is the executive officer, both 
working out of the main office here.—Fresno Bee and Re- 


publican, August 26. 
* a * 


Doctors Want Pay for Charity 
Hit Back at Boost in Income Tazes, Send $35,000 Bill 


Money Will Go to Charity Fund So Territory 
Can’t Touch It 


When the Territorial Legislature raised the gross income 
tax of doctors at its last session from one-half of 1 per cent 
to 1% per cent, the same as for commercial business, it was 
figured that the Territory would increase its gross income 
tax by $163,000, from the doctors, a tidy sum. 


Action last night during a regular meeting of Honolulu 
County Medical Society resulted in assurance that this 
bitter pill would be sugar-coated to the tune of at least 
$35,000 because a resolution was passed that the Medical 
Society adopt the policy of requiring all of its members to 
make a nominal charge of $1 a day per patient against all 
hospitals doing government indigent work in which there 
has heretofore been no compensation to the doctor. 


Charity Fund 


The estimated $35,000 the Medical Society would receive 
at $1 a day per patient from hospitals would be used for 
educational purposes, postgraduate medical courses and for 
the establishment of a relief and old-age fund for sick and 
needy doctors, Dr. Paul Withington has been named head 
of a special committee which will interview all hospital 
boards and the board of supervisors to notify them of the 
proposed charge for indigent patients. 


The vote on the resolution was unanimous, and was 
prompted “by the changes in the economic situation in 
which the Territory is assuming a larger responsibility for 
the welfare of the people, leaving less to the individual’s 
own choice, and also in view of the fact that in this change, 
so far, the medical profession has been least considered.” 


Sounder Economy 


The Medical Society, according to the resolution, hopes to 
place the profession it represents on a sounder economic 
basis, 


The resolution calls attention to the fact that at the pres- 
ent time in the treatment of the so-called indigent sick, all 
agencies connected with that treatment, with exception of 
the doctors, are paid for their services, as follows: 


His hospitalization, which includes food, nursing and 
housing, is all paid for; the grocer is paid, the drug man is 
paid, the nurse is paid, as well as the government employees 
involved. The doctor alone is unpaid. 


Special Privileges 

The privilege of doing valuable work for no financial re- 
muneration has been a time-honored custom of the medical 
fraternity, the resolution states. However, in the past it 
was recognized that because of this service the doctor was 
granted certain special privileges, among other things, and 
particularly in this Territory he was charged a gross in- 
come tax of one-half of 1 per cent against a gross income 
tax of 14% per cent for commercial business. The last Legis- 
lature raised this income tax of the doctors to a full 1% 
per cent, 

On the basis of figures stated in the foregoing it is figured 
that the raise in the gross income tax to a full 1% per cent 
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would net the Territory $163,000 per year, and that by im- 
posing a nominal charge of $1 a day against hospitals doing 
government business the medical profession would be paid 
$35,000 yearly. 

The fund into which the doctors plan to turn this money 
will not be taxable, because it will be dedicated to charitable 
purposes.—The Honolulu Advertiser, August 19. 


* * 


Military Home Medical Chief to Retire 
Colonel Mattison to End Thirty-seven Years in Federal 
Service 

Colonel James A. Mattison, thirty-seven years in the 
Federal service and for the last sixteen years chief medical 
officer in charge of the Sawtelle National Soldiers Home, 
announced today he will retire Saturday. 

A reception and tea in his honor will be given by the fac- 
ulty tomorrow afternoon and he will depart Saturday for a 
short leave of absence, after which he will retire to his 
orange ranch in Glendora. 

He was transferred to Sawtelle from the old National 
Military Home at Dayton, Ohio, sixteen years ago. At that 
time the National Soldiers Home here was a 400-bed unit 
housed in a frame building. 

Today it has 2,400 beds in the largest and best of the 
eighty-four Veterans Administration hospitals in the 
United States. From a half-dozen doctors and twenty 
nurses, the personnel has been enlarged to seventy full- 
time medical officers, 180 trained nurses, 300 ward attend- 
ants, seven dentists and their ten assistants. There are 
from seven thousand and eight thousand admissions and 
discharges annually.—Los Angeles Herald and Express, 


September 7. 
« * * 


Oust General Hospital Head 
Board Votes Firing 

Superintendent Had Institution in Awful Mess, Charge 

Everett J. Gray was ousted today as superintendent of 
the General Hospital by unanimous vote of the Board of 
Supervisors. 

Action was taken on recommendation of Rex Thomson, 
superintendent of county charities, who, after conducting a 
general investigation into conditions at the institution, 
characterized its administration as ‘‘an awful mess.”’ 

After reading a letter from Thomson containing the 
recommendation, Supervisor Gordon McDonough moved 
that Gray be ousted and that his position be eliminated. 
The motion carried without a dissenting vote and County 
Counsel John H. O’Connor was instructed to amend the 
salary ordinance to do away with Gray’s office. 


Urges Medical Man 

In advising Gray’s removal, Thomson recommended that 
a trained man with a medical degree, as well as long ex- 
perience, be employed to direct the administration of the 
hospital, which he said is rated as one of the biggest insti- 
tutions of its kind in the world. 

“It has been an institution without a head,’’ Thompson 
charged. ‘‘Its administration is an awful mess. There are 
too many nurses doing clerical work. Doctors and nurses 
are complaining of the conditions under which they have to 
work, and patients are being neglected.”’ 

McDonough suggested that a nation-wide examination be 
held ‘‘to seek the best man in the country for this job.”’ 

The salary should be fixed at Gray’s present salary of 
$6,600 a year with maintenance, Supervisor William A. 
Smith advised. He said that the $7,200 salary given Gray 
before a recent cut by the Board of Supervisors was too 
much. 

Charge Mismanagement 
Mismanagement of the hospital, poor treatment of pa- 
tients and alleged ‘‘intolerable’’ conditions were recently 
charged by nurses and workers and representatives of the 
Property Owners Association of California, headed by 
William A. Pixley. 

The charges at that time were referred to by Supervisor 
Oscar Hauge as ‘‘a terrible indictment.” 

Supervisor John Anson Ford said today he concurred in 
the suggestion that the best possible man for the job be 
employed to take charge of the hospital management and 
said “it is always good economy to employ the best.” 


Gray has been superintendent of the hospital for two 
years. Previous to that time he was in charge of the Olive 
View Sanitarium and before that superintendent of the 
county poor farm.—Los Angeles Herald and Express, Au- 
gust 29. 















Doctors’ Pay Less Than Skilled Labor 


An instance wherein a public assistance agency’s hourly 
wage rate allowance is less for physicians than for several 
classifications of skilled laborers is cited by an editorial in 
The Journal of the American Medical Association for Au- 
gust 26. The editorial says: 


“Recent issues of Philadelphia newspapers published the 
prevailing wage rates adopted by the Philadelphia County 
Assistance Board for occupations of various types. The 
highest rate given appears to be that for a bricklayer who 
is a skilled foreman. To him the sum of $1.79 an hour is 
permitted. Next comes an iron and steel worker, who gets 
$1.65 an hour, and after that an ordinary bricklayer, who 
gets $1.62 an hour. There are still some occupations which 
are preferable to that of physician, including that of 
marble setter and polisher at $1.60 an hour and plasterer at 
$1.55 an hour. 


“In the next group come the doctors. Among those who 
are allowed $1.51 an hour are found the air compressor 
operator, the dredge operator, the power shovel operator, 
the pump operator, the roller operator, the architect (regis- 
tered or certified), the statistician (graduate or certified), 
the lawyer and the physician. There must be some expla- 
nation for this classification but it is not easily apparent. 


“The study of such lists provides much interesting in- 
formation. For example, a tree pruner, who might be con- 
sidered in the professional class, gets only 59 cents an hour; 
a sign painter, whose work is in the nature of artistry, 
$1.29 an hour; a secretary-stenographer, 70 cents an hour, 
and a translator $1.00 an hour. The lowest rate paid to 
anybody is 50 cents an hour. A machinist’s helper gets 
59 cents an hour but a marble setter’s helper gets $1.00 an 
hour and a rip-rapper gets 59 cents an hour. A concrete 
spreader gets 59 cents an hour and an asphalt spreader gets 
65 cents an hour. Evidently it depends on what you are 


spreading around.’’—San Francisco Examiner, Septem- 
ber 10. 


Vandeleur Defends Health Bill Fight* 
Federation Calls Recent Act Makeshift Move 


Criticism of the State Federation of Labor and the joint 
labor legislative committee in not supporting the proposed 
health insurance bill in the last Legislature was answered 
yesterday. 

The State Federation, in a statement from Secretary 
Edward D. Vandeleur, declared it has long favored health 
insurance legislation ‘‘clear and unequivocal” in its provi- 
sions and beneficial to all classes of labor. 


Many Excluded 


The bill defeated in the Assembly, 48 to 20, contained 
amending provisions excluding large classes of workers who 
need this protection most urgently, the report asserted. 

These included agricultural labor, domestic service, hos- 
pital and institutional employees in business not conducted 
for profit. It also exempted Federal and State government 
employees, as well as agencies connected with Government 
groups. 

Source of Funds 


The report further claimed that if the legislation was 
enacted it would have been as an amendment to the Unem- 
ployment Reserve Act, and any funds for its administration 
would have had to come from the unemployment reserve 
fund. It concluded: 

“We favor an exclusive health plan, financed out of an 
exclusive health fund, and providing for assistance from 
the Federal Government. 

“One important reason for this is the steady influx of 
migratory workers into California. It must be realized 
what the cost and effect that caring for them would have 
on any health insurance plan financed solely by the State.” 

The joint labor legislative committee represented the 
State Federation, numerous departmental councils of the 


State, and delegates from the railroad brotherhoods.—San 
Francisco Examiner, August 29. 


Doctors Protest 


Way “down under” in New Zealand they are having 
trouble. 


The socialist government of that country is trying to put 
in effect a plan for free medical care for all, which is at 
present stymied because the doctors refuse to codperate. 
Though the plan would have meant a $7,500-a-year income 
for general practitioners, only twenty-two out of about 
one thousand doctors signed up. 

The doctors deny that they are ‘‘on strike,”’ insisting that 
they are giving medical aid as always. But the government 


* By Al T. Baum, labor editor, The Examiner. 
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is furious, and threatens to import doctors wholesale to 
take the place in the socialized scheme which the native 
doctors refused to assume. Thus far, it is a dead heat be- 
tween the government and the doctors. 


Thus another laboratory works out a social experiment 
which this and other countries can study for our own 
benefit if we will. 


The world is full of these laboratory experiments, in 
Russia, Germany, Italy, Spain, Britain, Australia. Careful 
study of the results ought to save an observant country 
much pain when the time comes to make its own experi- 
ments.—San Jose News, August 22. 


Shear Wisdom 
Socialized Medicine 


Socialized medicine, as sponsored by the California Medi- 
cal Association, seems to have arrived. 


Newspaper reports give the information that five thou- 
sand California doctors have inaugurated a program of 
health service at modest monthly cost. The experiment 
will be an interesting one. 


Obviously, the program grew out of agitation for govern- 
ment supervision of medical service. The medical pro- 
fession, itself, now seeks to explore the possibilities of such 
a service. 


It sounds like a wise decision. If the problem can be 
worked out under private management, it is clearly to the 
interest of everyone that it be done that way. 


To place government in control of the medical profession 
would be to lay on that profession the dead hand of 
bureaucracy. The great advances of the medical profession 
in the past, advances that have closely concerned human 


welfare, would be ended with the coming of government 
dictation, 


To bring health service to the people at the smallest pos- 
sible cost is a desirable objective. To reduce medical sci- 
ence to the status of a servant of politicians would be a price 


that no people could afford to pay.—Anaheim Bulletin, 
August 18. 


Dental Union Signs Contract 
Agreement Covers San Francisco, Alameda County 


Negotiations of a 1939-40 contract was announced today 
by the Dental Technicians Local 99 covering some seventy- 
five workers in San Francisco and Alameda County. 


The union said the agreement included pay scales of $45 
for journeymen, $35 for helpers, $15 for apprentices, two 
holidays with pay, a forty-hour week and a union shop 
hiring clause.—San Francisco News, September 6. 


Army Doctors 
Examinations Announced 


Expansion of the Army has created more than the usual 
number of vacancies in the Medical Corps, authorities an- 
nounced yesterday. 


Examinations for the purpose of qualifying candidates 
for appointment as first lieutenant in the Medical Corps of 
the regular Army will be held December 4 to 8, inclusive. 
Full information and application blanks may be had by 
applying to the Adjutant-General, War Department, Wash- 
ington, D. C. 

The examinations are open to male American citizens 
who are graduates of acceptable medical schools, and have 
completed one year’s internship in an approved hospital. 
The men cannot be over 32 years old at the time of being 
commissioned.—San Francisco Chronicle, September 24. 


* ¢ # 


Doctor Reichert Elected 
Honolulu, Sept. 21 (UP).—Dr. Frederick L. Reichert, San 
Francisco resident and associate professor of survey at 
Stanford University, was elected today as the next presi- 


dent of the Pan-Pacific Surgical Association.—San Fran- 
cisco Examiner, September 22. 








Glasses Cause No Lasting Eye Injury—Glasses can 
cause no permanent injuries to the eyes, Conrad Berens, 
M. D., New York, declares in Hygeia, the health magazine. 

Some persons who have become accustomed to better 
vision through wearing glasses forget how poorly they once 


saw and believe the glasses are responsible for the defects 
which still remain, he points out. 
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Subject: Legal right of a chiropractor to practice 
obstetrics.* 
DEPARTMENT OF PROFESSIONAL AND VOCATIONAL 
STANDARDS 


Boarp oF MepicAL EXAMINERS 
STATE OF CALIFORNIA 


420 State Office Building 
Sacramento, California 
September 23, 1939 
California and Western Medicine 

George H. Kress, M. D., Editor 


Addressed 
Attached hereto please find copy of California Attorney- 
General’s Opinion No. NS1962, dated September 14, 1939, 
rendered to Honorable J. M. McPherson, District Attorney 
of Butte County, which closes with the following sentence: 
“Pursuant to such decision, it would appear that a chiro- 
practor may not engage in the practice of obstetrics.” 
We thought the enclosure might be of interest to readers 
of CALIFORNIA AND WESTERN MEDICINE. 
Very truly yours, 
C. B. Prinxuam, M.D., 
Secretary-Treasurer. 


9-20-39 


¢& ¢ # 


(copy ) 
San Francisco, September 14, 1939. 


Hon. J. M. McPherson 

District Attorney of Butte County 
I. O. O. F. Building 

Chico, California 


Dear Sir: 


In your communication of September 2, you indicate that 
a complaint has been requested against a chiropractor in 
your county on the ground that the latter is engaged in the 
practice of medicine without possessing a license so to do. 

Your statement indicates that such chiropractor is 
charged with having openly advertised that he is an ob- 
stetrician, as well as having engaged in the performance 
of obstetrics. From your statement it appears that the 
chiropractor claims to have taken a course in obstetrics in 
his chiropractic training and that, pursuant to Section 7 of 
the Chiropractic Act, he is legally entitled to engage in the 
delivery of children. You ask the views of this office with 
respect to the correctness of his contention. 

In requesting such views, you indicate that the chiro- 
practor under discussion claims he is entitled to “treat dis- 
eases, injuries, deformities, or other physical or mental 
conditions without the use of drugs or what are known as 
medical preparations, and without in any manner severing 
or penetrating any of the tissues of human beings, except 
the severing of the umbilical cord.” 

In reply, please be advised that before the enactment of 
the Chiropractic Initiative Act in 1922, the possessor of a 
drugless practitioner’s certificate was authorized to do all 
of those things immediately above enumerated. This would, 
of course, include obstetrics. The Chiropractic Initiative 
Act was adopted in 1922. Section 7 thereof then read and 
now reads as follows: 

One form of certificate shall be issued by the Board of 
Chiropractic Examiners, which said certificate shall be 
designated “license to practice chiropractic,” which license 
shall authorize the holder thereof to practice chiropractic 
in the State of California as taught in chiropractic schools 
or colleges ; and, also, to use all necessary mechanical, and 


hygienic and sanitary measures incident to the care of the 
body, but shall not authorize the practice of medicine, sur- 


* For editorial comment in this issue, see page 219. For 
text of proposed chiropractic initiative, see September 
issue, on page 211. 
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gery, osteopathy, dentistry or optometry, nor the use of any 
drug or medicine now or hereafter included in materia 
medica, 


The language “to practice chiropractic” has been con- 
strued to mean that the art or science must first be chiro- 
practic before a licentiate may practice the same, and must 
not constitute the practice of medicine, surgery, osteopathy, 
dentistry or optometry, or include the use of any drug or 
medicine in 1922 or thereafter included in materia medica. 

A recent case, entitled People of the State of California 
vs. Paul C. Fowler, Appellate Department, Superior Court, 
County of Los Angeles, State of California, 3 Cal. App. 
Dec. Supp. 41, said in part as follows: 


Examination of the argument in favor of the Chiropractic 
Act, made by those advocating it and officially circulated 
to the voters at the election in 1922, at which time the act 
was submitted and adopted as an initiative measure, shows 
that the principal matter complained of was unfair adminis- 
tration of the Medical Practice Act against chiropractors 
by the board in charge. No objection was made to the terms 
of that act itself, or the scope of the practice permitted by 
it to drugless practitioners, and the voters were assured 
by this argument that the proposed chiropractic act “‘pro- 
hibits the use of drugs, surgery or the practice of obstetrics 
by chiropractors.” This argument, while not conclusive, 
may be considered as an aid in the interpretation of the 
statute. Beneficial Loan Soc. Ltd. vs. Haight (1932), 215 
Cal. 506, 515. 


That case cites many authorities to the effect that chiro- 
practic is 
“a system of healing that treats disease by manipulation 
of the spinal column.” 

Pursuant to such decision, it would appear that a chiro- 
practor may not engage in the practice of obstetrics.*+ 


Very truly yours, 


EArt WarrEN, Attorney-General. 
By Lionel Browne, Deputy. 


Subject: Articles on health insurance in Australia.*t 
(copy) 


San Francisco, August 22, 1939. 


To the Editor:—To correct a statement in CALIFORNIA 
AND WESTERN MEDICINE, that Australia had abandoned 
health insurance, will you please read this enclosed letter 
[of June 6] and see if you do not think, in all fairness, that 
it should be published in the Journat. I have written 
the Attorney-General and have several government publi- 
cations which are on file in the Lane Library, bearing out 
this statement. 

909 Hyde Street. 

Sincerely yours, 
Puitip Kine Brown. 
v v v 


(copy) 


AUSTRALIAN NATIONAL TRAVEL ASSOCIATION 
A Nonprorit CoMMUNITY ORGANIZATION 


U. S. A. Office: 510 West Sixth Street 
Los Angeles, California. 
June 6, 1939 

Dr. Philip King Brown 

Medical Building 

909 Hyde Street 

San Francisco, California 

Dear Doctor Brown: 

The press report that Australia has abandoned its health 
insurance plan is decidedly misleading without a full expla- 


t¢ Editor’s Note.—Italics our own. 

* Refers to items in a letter from the Australian corre- 
spondent in the Journal of the American Medical Associ- 
ation, July 8, 1939, and reprinted on page 119 of the August, 
1939 issue of CALIFORNIA AND WESTERN MEDICINE. 

+ For additional information concerning this topic, see 
editorial comment in the Journal of the American Medical 
Association, September 23, 1939, on page 1231. 
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nation of the facts. National health insurance was a part 
of the platform of the Commonwealth (nonlabor) Govern- 
ment led by the late Prime Minister, Joseph Lyons. A bill 
was brought down, debated, and all the necessary organi- 
zation planned. Then came grave threats of war, and the 
necessity arose of spending up to the limit of Australia’s 
resources on war preparedness. Under the circumstances, 
the Government decided that national insurance must be 
delayed, but certainly not abandoned. 


Because of his opposition to delay in establishing national 
insurance, the Hon. R. G. Menzies, Attorney-General, re- 
signed from the Lyons Government. On the death of Mr. 
Lyons, Mr. Menzies was elected leader of his party and 
became Prime Minister. 

As the new Prime Minister has staked his political future 
on establishing national health insurance, it is safe to pre- 
dict that if he retains his office he will lose little time in 
bringing the system into operation. 


Herewith I am sending you copy of a speech in the 
Federal Senate by the leader of the Lyons Government 
in that Chamber (Senator McLachlan), and a résumé of 
a speech by the Commonwealth Treasurer in the House of 
Representatives. 


Should you need further material, I suggest you write 
to the Hon. R. G. Menzies, Prime Minister, Canberra, 
Australia. 


Sincerely yours, 


(Signed) : A. H. O’Connor, 
Manager. 


CoMMENT 


(Note: Doctor Brown’s letter and enclosure were sent 
to Dr. Morris Fishbein, Editor of The Journal of the 
American Medical Association. 
follows.) 


Doctor Fishbein’s reply 


(copy) 


THE JOURNAL OF THE 
AMERICAN MEpICcAL ASSOCIATION 


Chicago, August 29, 1939. 


Dr. George H. Kress 
San Francisco, California 


My dear George: 


All of the evidence which we can collect from various 
sources indicates that, while the Health Insurance Act was 
passed in Australia, they have never been able to enforce the 
Act. If you will look at the Medical Journal of Australia 
for March 11, 1939, you will find a letter from a physician 
in which he says, “Happily, it appears that national in- 
surance is done.” 

The battle for and against health insurance in Australia 
well-nigh disrupted the profession, and it is likely that there 
will be changes in their constitution in relationship to the 
handling of such matters. 

In the meantime, we have plenty of evidence that every- 
thing that our correspondent has written on this subject 
is a fact. It is quite possible that the simple statement that 
Australia has abandoned its health insurance plan is mis- 
leading unless there is also a full explanation, but the fact 
remains that that statement is, nevertheless, true. It is also 
quite possible that some time in the future attempts will 
be made to make the law effective, and it is possible also 
that someone may in the future attempt to pass another 
law. It is still the truth that in Australia for the present 
health insurance is finished. 


Sincerely yours, 


(Signed) : Morris F1sHBEIN. 
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(copy ) 
AMERICAN MEDICAL ASSOCIATION 


Chicago, September 5, 1939. 
Dr. George H. Kress 
Secretary, California Medical Association 
San Francisco, California 


Dear Doctor Kress: 


I have before me a memorandum prepared by one of the 
associate editors of The Journal of the American Medical 
Association. The following paragraph is taken from that 
memorandum : 

“In regard to the correspondence from Doctor Kress of 
California: The general tone of the letters of the Aus- 
tralian correspondent has indicated a stubborn and per- 
sistent opposition to health insurance in that country. This 
opposition to health insurance has come, the correspondent 
says, not only from the medical profession, but also from 
a strong federal labor opposition; from some employers 
who are apprehensive about the extra cost they will have 
to carry as contributors to the scheme on behalf of their 
employees; from a body of rural opinion expressing the 
grievances of small farmers who will have to pay contri- 
butions for persons they employ but who themselves will 
not be eligible to become insured, and finally, from the 
existing friendly societies. This is indicated in his letter 
in The Journal for January 14, 1939, page 164.” 

535 North Dearborn Street. 

Very sincerely yours, 


O.tn WEstT. 


Subject: Nursing Practice Act of California (1939).* 


On September 19, 1939, the Bureau of Registration of 
Nurses, which has been under the supervision of the De- 
partment of Public Health of the State of California, was 
transferred to the California Department of Professional 
and Vocational Standards. The following letter should 
be of interest: 

(copy) 


STATE OF CALIFORNIA 
DEPARTMENT OF PUBLIC HEALTH 


Sacramento, August 31, 1939. 
NOTICE OF NURSING PRACTICE ACT OF CALIFORNIA 


A copy of the Nursing Practice Act of California, which 
was signed by the Governor on July 17 and becomes effec- 
tive on September 19, is herewith enclosed. 

The personnel of the Bureau of Registration of Nurses is 
being transferred to the Department of Professional and 
Vocational Standards. The titles of all positions will remain 
the same except that of Chief of the Bureau of Registration 
of Nurses, which will become Executive Secretary of the 
Board of Examiners. 

The three offices will be maintained. Their addresses 
will be: 

Board of Nurse Examiners, Department of Professional 

and Vocational Standards— 

Sacramento (main office). 

515 Van Ness Avenue, San Francisco. 

906 State Building, Los Angeles. 

BUREAU OF REGISTRATION OF NURSES. 


Subject: Broken intra-uterine ring—Autopsy. 


DEPARTMENT OF Pusiic HEALTH 
San Luts Ostspo County 


September 13, 1939. 


To the Editor:—Last week I performed an autopsy on 
a woman, thirty-three years old, who died from an acute 


* For copy of the law, write to California State Printing 
Office, George H. Moore, State Printer, Sacramento. 

The “Trained Attendant Act” (enacted May 5, 1919; Stat- 
utes of 1919, page 242) providing for schools for ‘‘trained 
attendants,’’ remains under the jurisdiction of the Cali- 
fornia State Board of Public Health. For copy of the Act, 
address California State Board of Public Health, State 
Building, San Francisco. 








October, 1939 


intestinal obstruction. At the postmortem examination it 
was found that a broken intra-uterine ring of the Grafen- 
berg type (Journal of the American Medical Association, 
April 8, 1939) had caused the obstruction. 

One end of the broken ring was embedded in the peri- 
toneal surface of the uterus, the other entangled in the 
small bowel. Since this ring had been inserted only two 
months prior, it is possible that the uterus was perforated 
at the time of the insertion. Two months seems a rather 
short time for the ring to burrow through the uterus. An 
early pregnancy was present. A previous pregnancy was 
delivered in March, 1939. 

Since these rings are still being used, it appears that they 
have not been sufficiently condemned. 


Very truly yours, 


E. M. Brncuam, M.D., 
Health Officer. 


Subject: Certificate Forms (Premarital Law*). 


Certificate Form Required for Each Applicant for a 
Marriage License in California 


To Be Valid, Test Must Be Made Not More Than 
Thirty Days Before the Day the Marriage License 
Is Issued 
REcoRD OF STANDARD LABORATORY BLoop TEST 
(To be filled out and sent to physician with report of 
result of test) 


Tuts Is To Certiry, That a 


for syphilis was performed on 


specimen submitted in the name of 


County—State if other than California 


[Signed] 


Person authorized to report for laboratory 


CERTIFICATE OF PHYSICIAN 
(To remain attached to laboratory record) 

Tus Is To Certiry, That I have examined the person 
named in the above laboratory record and, in my opinion, 
this person is not infected with syphilis or is not in a stage 
of this disease which may become communicable to the 
marital partner. I also certify that this person submitted 
to a standard laboratory blood test for syphilis, a report of 
which I have received and examined. 


Date of examination of applicant 
Physicians not licensed in California, indicate in which 
State licensed 


Tuis Is To Certiry, That I am the applicant referred 
to in the above certificates. 


Filed: Date 


[Applicants Signature) «nn... cccncsesnsssses: 


County Clerk 


* For additional information, see CALIFORNIA AND WEST- 
ERN MEDICINE, September, 1939, on pages 145, 200, and 208. 
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Subject: Treatment of Baldness: Medical Practice 
Act. 


DEPARTMENT OF PROFESSIONAL AND VOCATIONAL 
STANDARDS 


Boarp oF MepIcAL EXAMINERS 
STATE OF CALIFORNIA 


420 State Office Building 
Sacramento, California 
September 26, 1939 


To the Editor:—Enclosed herewith please find copy of 
Opinion No. NS1860 rendered August 7, 1939, by the office 
of the Attorney-General and relating to treatment of bald- 
ness, which we thought might be of interest to readers of 
CALIFORNIA AND WESTERN MEDICINE. 


Very truly yours, 
C. B. Pinxuam, M.D., 


Secretary-Treasurer. 
# ¥ t 


(copy ) 


STATE OF CALIFORNIA 
Lecat DEPARTMENT 


San Francisco, August 7, 1939. 


Charles B. Pinkham, M. D. 
Secretary-Treasurer 

Board of Medical Examiners 
515 Van Ness Avenue 

San Francisco, California 


Dear Sir: 


Under date of July 7, 1939, your assistant special agent, 
Joseph W. Williams, addressed to this office a communi- 
cation stating that an individual—whom we assume to be 
a layman—advertises at his place of business as follows: 


“Ex-er-vac Treatment, as used and prescribed by Dr. 
Andre A. Cueto, 205.” 

This individual, Mr. Williams states, occupies a room in 
an office building, although his name does not appear on 
the building directory. 

Under such circumstances it is asked whether this indi- 
vidual is violating any provisions of the Business and Pro- 
fessions Code dealing with the practice of medicine. 

In reply thereto, your attention is called to Section 2141 
of the Business and Professions Code. Such section de- 
clares it to be a misdemeanor for any person to practice 
or attempt to practice or to advertise or to hold himself 
out as practicing any system or mode of treating the sick 
or afflicted in this State, or to diagnose, treat or prescribe 
for any ailment, blemish, deformity, disease, disfigurement, 
disorder or injury or other physical condition of any per- 
son, unless such person have at the time of so doing a valid, 
unrevoked certificate, as provided for in Chapter 5 of the 
3usiness and Professions Code. 

The sign indicates that it is a treatment used and pre- 
scribed by a doctor. From this it would appear that it is 
such a character of treatment as is used and prescribed by 
a physician, 7. e., a medical type of treatment. 

In the case of State vs. Miller, 229 N. W. 569, the Su- 
preme Court of North Dakota said in effect: When one 
diagnoses disease and prescribes and applies any thera- 
peutic agent as a remedy, he is, in a broad sense, practicing 
medicine. To “prescribe” means more than suggestion or 
opinion. It means to direct the use of a medicine. The 
opinion of the court indicated that one who held himself 
out as being capable to diagnose ailments, discover the ills 
of persons and prescribe the proper remedy, thereby direct- 
ing the use of certain medicines and furnishing of them for 
that person, either directly or indirectly, is practicing 
medicine. 

You do not indicate what constitutes the so-called 
Ex-er-vac treatment, and in lieu of information in this 





278 


respect this office cannot advise you whether the treatment 
prescribed is in fact a medical one. 

Aside from this fact, however, there is little doubt but 
that the individual under discussion is advertising that he 
is, and is, in fact, holding himself out as practicing a sys- 
tem or mode of treating the sick and afflicted. Certainly 
the law cannot countenance an unlicensed person stating 
that he is supplying a treatment as used and prescribed by 
a person who is apparently a physician and then denying 
that he is either treating or prescribing. 

Mr. Williams advises that the person under discussion 
has informed him it was not necessary to be licensed in 
order to treat hair and scalp conditions. If such individual 
uses drugs or what are known as medicinal preparations 
in or upon a human being, or penetrates the tissues of 
human beings, or treats diseases, injuries, deformities or 
other physical or mental conditions, such individual is in 
error in his statement. (Business and Professions Code, 
Section 2137.) 

The Miller case, above referred to, indicates that the 
Medical Practice Act was enacted for the protection of the 
public health against the ignorant, charlatan, and imposter. 
It is confined to the practice of medicine as science, and is 
aimed at those who profess to be what they are not. 

In conclusion, we would state that if the treatment con- 
sists of the administration of medicinal preparations for 
the purpose of correcting a physical deformity, any person 
using the same for such purpose would violate the pro- 
visions of Section 2137 of the Business and Professions 
Code, as well as Section 2141 thereof. If the treatment 
does not consist of the use of medicinal preparations in or 
about human beings or the penetration of the tissues of 
human beings, but consists of the treatment of diseases, 
injuries, deformities, or other physical conditions without 
the use of drugs, or what are known as medical prepara- 
tions, a person not licensed as a drugless practitioner or as 
a physician and surgeon would violate the provisions of 
Section 2138 of said Code. 

EArt WarkEN, Attorney-General. 
(Signed) By Lionel Browne, Deputy. 


MEDICAL JURISPRUDENCE? 


By Hartrey F. Peart, Esq. 
San Francisco 


LEGAL RESPONSIBILITY OF PHYSICIANS 

TO PATIENTS AND OTHERS IN OFFICE FOR 

CONDITION OF OFFICE AND ALL EQUIP- 

MENT: EXTENT OF COVERAGE UNDER 

MALPRACTICE AND PUBLIC LIABILITY 
POLICIES 


In the recent case of Johnston vs. Black Company, 97 
Cal. App. Dec. 810, the California District Court of Ap- 
peal, First District, upheld a verdict in favor of a defendant 
radiologist rendered in a suit brought to recover damages 
for injuries sustained as the result of a fall from a fluoro- 
scopic table. This decision again affirms the rule of law 
that the mere occurrence of an injury while in the office of 
a physician or surgeon is not of itself a sufficient basis for 
the recovery of damages. In this instance, plaintiff, a 
woman of middle age, was asked to stand upon the foot 
rest of the table by the radiologist’s technician, who custom- 
arily placed patients on the table in readiness for exami- 
nation by the physician. The technician then commenced 
to lower the table by starting an electric motor which con- 
trolled its elevation. Shortly after the motor started, the 
table suddenly began to jerk. Before anything could be 
done the table plunged abruptly to a subhorizontal position 

7 Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 


recent decisions and analyses of legal points and procedures 
of interest to the profession, 
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and catapulted the plaintiff to the floor. The plaintiff re- 
ceived a pressure fracture of the spine and was confined 
to bed for a long period of time. Her claim was, in effect, 
that a physician should be an insurer of the safety of per- 
sons visiting his office and that accordingly the mere occur- 
rence of the injury while in the physician’s office should 
require a verdict in her favor. 

The defense of the doctor was that the accident raised 
only an inference of negligence on his part, thereby placing 
upon him the burden of showing that the accident arose 
through no fault of his. He then proved that the accident 
was caused not by any lack of proper maintenance of the 
equipment or any negligence in its operation, but by the 
crystallization and subsequent sheering off of a steel taper 
pin embedded in the drive shaft of the table and consti- 
tuting a permanent part of the mechanical apparatus. Ex- 
perts testified that the pin was made and installed in such 
a manner that it ought not be removed during the life of 
the table. 

Thus there was present a situation in which neither 
plaintiff nor defendant could be accused of lack of care 
but one in which a patient had suffered serious injuries. 
The jury rendered a verdict for defendant, and this verdict 
was upheld by both the Appellate and Supreme Courts. 
The case is extremely interesting to the practicing phy- 
sician who must daily rely on his equipment and can do 
nothing toward the prevention of mishaps other than the 
exercise of care in its maintenance. It illustrates the abso- 
lute legal necessity for constant care in the purchase and 
maintenance of all office equipment. If the radiologist had 
been unable to prove constant care and maintenance of the 
fluoroscopic table, he would probably have had a large ver- 
dict awarded against him. 

Another interesting point connected with the case, al- 
though not a part of the court proceedings, was the status 
of the doctor’s insurance protection. Fortunately, the phy- 
sician concerned carried both malpractice and public lia- 
bility policies, under one or the other of which he was 
bound to be protected. However, the positions taken by the 
respective companies concerning their respective liabilities 
was interesting. The malpractice insurer contended that 
as the physician was not even in the room at the moment 
the accident happened, and as everything leading up to the 
accident was mere preparation for examination, it had no 
liability under its malpractice coverage. On the other 
hand, the public liability insurer contended that the mal- 
practice insurer should be liable because the accident oc- 
curred while the patient was in the hands of the physician’s 
assistant and during the occurrence of matters preliminary 
to treatment. Had there been a large verdict and judgment 
against the defendant physician, he would, no doubt, have 
been subjected to some embarrassment arising from the 
understandable unwillingness of either company to accept 
responsibility without a judicial decision. The question of 
liability was an extremely close one. It could well have 
been decided either way, thus proving conclusively that it 
is prudent to carry both malpractice and public liability 
insurance. If the doctor had carried only malpractice in- 
surance, it might have been held that public liability was 
involved, in which event the doctor would have had no 
insurance protection. 


Recovery from Tuberculosis—Much has been said and 
written of late years as to the relative value of the early 
diagnosis of pulmonary tuberculosis, but it is no less im- 
portant to be sure by reliable tests that the disease is 
arrested. Temperature, pulse rate, blood sedimentation, 
and x-rays should all be utilized in coming to a decision, 
and after there is no further progression, time should be 
given for the healing of the existing pathologic process. 
Only then can the patient be assured that recovery has 
taken place and that recurrence is unlikely under the ordi- 
nary stresses of life—J. W. Green, Med. Bull. Vet. Adm., 
January, 1936. 
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BOARD OF MEDICAL EXAMINERS 
STATE OF CALIFORNIA 


Report on July, 1939, Examinations* 


Dr. Charles B. Pinkham, Secretary-Treasurer of the 
Board of Medical Examiners of the State of California, 
reports results of the written examination held in San 
Francisco, July 11 to 13, inclusive. The examination for 
physicians and surgeons covered nine subjects and included 
ninety questions. Two hundred and fifteen physicians and 
surgeons wrote the examination. Included in the physician 
and surgeon applicants were several graduates of foreign 
medical schools. 


The highest mark for physicians and surgeons (90 3/9 
per cent) was made by Dr. Boris Eugene Levine, Los 
Angeles County General Hospital, Los Angeles, a graduate 
of the Louisiana State University School of Medicine, 
May 30, 1938. 


The following is a list of successful applicants : 


(copy) 

Department of Professional and Vocational Standards 
MINUTES OF THE MEETING OF THE REVIEW COMMITTEE 
OF THE 
BOARD OF MEDICAL EXAMINERS 


The Review Committee of the Board of Medical Ex- 
aminers met in the office of the Board, Room 420, State 
Office Building, Sacramento, at 7:30 p. m., Tuesday, Sep- 
tember 5, 1939. 


The results of the examination held in San Francisco, 
July 11 to 13, 1939, as reported by the various examiners 
and tabulated in the examination record book, were 
checked, identification envelopes opened, and names at- 
tached to corresponding examination numbers with the 
following results: 

PASSED 
Physicians and Surgeons 
Name School 

Afflerbaugh, Jack Kenneth, San Francisco..Stanford Univ. 
Aldrich, Albert Turner, San Jose Univ. of Kansas 
Allen, Richard Gordon, Oakland Univ. of Penn. 
Altman, Allen Ashton, San Francisco Stanford Univ. 
Anderson, Carl Edgar, San Francisco....Univ, of California 
Ashton, Paul Louis, San Francisco.......Univ. of California 
Auxier, Gwendolen Gertrude, 

Los Angeles Northwestern Univ. 
Barber, Dale Emerson, San Francisco....Univ. of California 
Bassett, David Lee, San Francisco Stanford Univ. 
Beadner, Sol Alfred, San Francisco Univ. of Oregon 
Beard, Crowell, Oakland.............................Univ, of California 
Beem, Richard Thomas, 

Los Angeles Coll. of Med. Evangelists 
Belz, John Francis, San Francisco Stanford Univ. 


* Department of Professional and Vocational Standards, 
Board of Medical Examiners, State of California. San 
Francisco, California, September 18, 1939: 


To the Editor: Conforming with your request we en- 
close herewith press release dated September 12, 1939, 
giving names of physicians who passed the examination 
held in San Francisco in July. Very truly yours, C. B. 
Pinkham, M. D., Secretary Treasurer. 
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Name 


Bidwell, Robert Reddington, 

Santa Monica Univ. of So. California 
Bingaman, Dixi McLean, Salinas......Univ. of So. California 
Blasdel, Edward Knute, San Francisco Stanford Univ. 
Bossert, Robert Howell, 

Pasadena Coll. of Med. Evangelists 
Boudett, Daniel William, San Francisco..Univ. of California 
Bowles, Frank Herbert, Jr., Oakland Stanford Univ. 
Brainerd, Henry Dean, San Francisco....Univ. of California 
Brock, William, San Francisco.................Univ. of California 
Brodersen, Harold Nord, 

Los Angeles 
Brown, Ellen, San Francisco 
Brown, John Sewall, San Francisco... 
Buehler, Lyle Homer, Alameda. 
Buell, Arthur Horace, San Francisco 
Burkhart, Roger John (M. B.), 


School 


Coll. of Med, Evangelists 
Univ. of California 

Stanford Univ. 
.....stanford Univ. 
Univ. of California 


Univ. of Minnesota 
Burrows, Ernest George, 

Inglewood Coll. of Med. Evangelistls 
Calcagno, Joseph S., Sacramento....Creighton Univ., Nebr. 
Carlson, Carl Oscar, San Jose Stanford Univ. 
Cawley, John Joseph, Jr., Oakland 
Chapman, Edwin Stow, 

San Fernando. Univ. of So. California 
Chernow, Marvin Lee, Los Angeles..Univ. of So. California 
Ching, Ernest Fook, Fresno......... Coll. of Med. Evangelists 
Clark, John Vincert, San Francisco Univ. of Oklahoma 
Clinite, William Donaldson, Burlingame.....Stanford Univ. 
Colm, Cyrenus Leland, San Francisco..McGill Univ., Canada 
Combs, Robert Clarence, San Francisco..Univ. of California 
Conklin, James Edward, Jr., 

Sacramento. 

Cowden, Ambrose Alfred, 

San Francisco 
Cowper, Herbert Hazlett, 

Los Angeles. 

Crane, Edward Harrison, Jr., 

Bakersfield Univ. of So. California 
Cull, Virginia Louise, San Francisco......Univ. of California 
Culleton, James Edward, 

PUNE sss cssssenscc eceseccnsesasnercona Marquette Univ., Wis. 
Curtis, Gilbert DeWitt, 

Los Angeles 
Dailey, Morris Elmer, Berkeley 
Danno, Dorothy Palubicki, 

San Francisco Univ. of California 
Davis, Donald R., San Diego Univ. of So. California 
Davis, Edward Walter, San Francisco....Univ. of California 
DeWeese, Roger Erle, Jr., 

San Francisco 
Diamond, John, San Francisco 
Dickson, Owen Charles, Oakland 
Dodds, Donald Clifford, Oakland 
Dong, Emma Oy, San Francisco 
Doval, John Henry, Sacramento 
Drake, James Richard, 

Los Angeles 
Due, Floyd Oliver, San Francisco 
Edmond, Julian, Jr., San Francisco...... 
Ehrlich, Alfred Stuart (M. B.), 

Los Angeles 
Elmore, Ernest Ferrell (M. B.), 

San Jose 
Emerson, Doris, San Francisco. 
Engleman, Ephraim Philip, 

San Francisco 
Evans, William Dustin, 

Loma Linda 


Univ. of So. California 


Univ. of California 


Coll. of Med. Evangelists 
Stanford Univ. 


Univ. of California 
Univ. of California 
Univ. of California 
Washington Univ., Mo. 
Univ. of California 
Univ. of California 


Coll. of Med, Evangelists 
Univ. of California 
.---Stanford Univ. 


Univ. of Illinois 


Northwestern Univ. 
Univ. of California 


Coll. of P. & S., N. Y. 


Coll. of Med. Evangelists 
Feiler, Clifford Lloyd, Oakland Univ, of California 
Fey, Louis David, Oakland........... ...Northwestern Univ. 
Firpo, John James, San Francisco....Creighton Univ., Nebr. 
Fisher, Willard Charles, 
Los Angeles 
Fiske, Leigh Gordon, 
San Francisco 
Flinn, Edward Forde, 
San Francisco 
Fong, Edward Everett, 
San Francisco Univ. of California 
Forney, Robert Lasley, San Francisco....Univ. of Colorado 
Foster, Thomas Newton, San Francisco.......Stanford Univ. 
Foster, Vernon Walter, Glendale..Coll. of Med. Evangelists 
Fruin, Richard Lawrence (M. B.), 
Mare Island Univ. of Illinois 
Fujita, Eugenia Yuriko, San Francisco....Univ. of California 
Furze, William Everett, Fresno Creighton Univ., Nebr. 


Coll. of Med. Evangelists 
Johns Hopkins, Md. 


Coll. of P. & S., N. Y. 
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Name 


Gardner, Don G., San Francisco 
Gardner, Everett Wilbur, 

San Mateo 
Garol, Hugh William, 

San Francisco... ne 
Geiger, James Metz, San “Francisco 
George, Lewis Covert, 

Loma Linda... ie ‘i 
Ghiglieri, Louis “Lloyd, “Stockton 
Giddings, Ralph Ray, 

Glendale 
Giovanazzi, 

San Diego 
Glass, Ralph Melville, 

Walnut Creek Coll, of Med. Evangelists 
Godwin, Edmund Dean, Long Beach Univ. of California 
Gordon, Jack David, San Francisco State Univ. of Iowa 
Gradow, Alexander, 

San Francisco 
Graham, Harold Leroy, 

Los Angeles 
Grant, William Ronald, 

Los Angeles... .Coll. of Med. Evangelists 
Gunn, Grace Elizabeth, ‘San ‘Francisco... -Univ. of California 
Guthrie, Myron S., Los Angeles....Coll. of Med. Evangelists 
Harrington, Donald Charles, 

San Francisco 
Hatch, Francis Nelson, San Francisco 
Hauser, Arnold, 

San Francisco Albert Ludwig’s Univ., Germany 
Hedge, Arden Russell, Madera.............. McGill Univ., Canada 
Heston, Laurence Lemuel, Santa Rosa....Univ. of California 
Hinman, Harry Thornton, Jr., Ogden, Utah..Stanford Univ. 
Hodgson, Henry Marvin, San Francisco.....Stanford Univ. 
Hopkins, Thorne, San Jose.................. Univ. of So. California 
Hopper, James, Jr., San Francisco Univ. of California 
Huizenga, Ann Harriet, 

RD, CI sia enteessereorcovccnees 
Ichioka, Tsutayo Nakao, 

Los Angeles Univ. of So. California 
Impey, Charles Chester, San Francisco....Univ. of Nebraska 
Jobbins, Charles George (M. B.), 

Santa Barbara Univ. 
Johnson, Stanley George, 

San Francisco Univ. of California 
Kaiser, William Frederick, Jr., Oakland......Univ. of Oregon 
Kallan, Irwin Arthur, San Francisco Univ. of Illinois 
Kamins, Maurice Lloyd, 

AI cate aidivecadeumsenieaagled Univ 
Kingsbery, Lloyd Batre, 

Los Angeles... hislanneepiaaaiiny 
Klingbeil, Louis. John, | 

Los Angeles 
Koeniger, Emily Louise, 

San Francisco 
Kondo, Benjamin Osamu, 

San Francisco Univ. of California 
Krupp, Marcus Abraham, San Francisco.....Stanford Univ. 
Larrabee, James Frank, San Jose...........State Univ. of lowa 
LaTourette, Donald Paul, 

Los Angeles Coll. 
Lawrence, Herbert, San Francisco 
Lawson, Wallace, San Francisco 
Levine, Boris Eugene (M. B.), 

Los Angeles 
Lindheimer, Siegfried, 

Pasadena.................. Univ. 
Loy, Monroe Franklin, 

Los Angeles Coll, of Med. Evangelists 
Lubin, Albert Joseph, Sacramento ..Stanford Univ. 
Luke, Ian Watson, San Francisco ..Stanford Univ. 
MacDonald, James Lindell, 


School 
Univ. of California 


Jefferson Med. Coll., Penn, 


.McGill Univ., Canada 
Harvard Univ. 


.Coll. of Med. Evangelists 
Stanford Univ. 


. of Med. Evangelists 
Joseph Eugene, 


Univ. of So. California 


Univ. Moscow, U.S. S. R. 


Coll. of Med. Evangelists 


Univ. of California 
Stanford Univ. 


..Univ. of Chicago, Ill. 


of Cambridge, England 


. of So. California 


sw Univ. of So. California 


Coll. of Med. Evangelists 


Albany Med. Coll., N. Y. 


of Med. Evangelists 
Stanford Univ. 
Univ. of California 


Louisiana State Univ. 


of Frankfort on Main, Germany 


Univ. of So. California 
Magee, Thomas Lea, II, San Francisco Stanford Univ. 
Makart, Carl Daniel, Chicago Creighton Univ., Nebr. 
Makower, Melvin Lee, San Francisco....Univ, of California 
Mankin, Henry George, San Francisco....Univ. of California 
Mark, Bernard John, Los Angeles....Univ. of So. California 
Marsh, Earle Milliard, San Francisco.....Univ. of California 
Maytum, Harry Rodell, Merced................Univ. of Wisconsin 
McFarland, Jasper Wayne, 

Los Angeles Coll. of Med. Evangelists 
McGregor, Mar Watson, San Francisco Stanford Univ. 
Merrill, Bruce Robinson, 

San Francisco Harvard Univ., Mass. 
Meyer, Morton Arthur, San Francisco..State Univ. of Iowa 
Meyer, Vincent Stephen, Santa Rosa Stanford Univ. 
Mitchell, Cyril Louis, 


Santa Monica..........................-.---.---Coll, of Med. Evangelists 
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Name 
Mudry, Joseph, Los Angeles 
Neal, William Sanders, Visalia 
Offield, Leonard Denker, San Mateo.. 
Owens, Harold, Los Angeles............. 
Page, Griffith Davidson, 

Los Angeles Univ. of So. California 
Pinger, Robert Roland, San Francisco....Univ. of California 
Pinkham, Roland Davis, San Francisco Stanford Univ. 
Pobirs, Frederick Walter, 

Providence, R. I Jefferson Med. Coll., 
Powers-Heald, Frederick, Oakland 
Pratt, Harold Ernest, 

Glendale 
Pressburger, Erich, 

San Francisco 
Quinn, Robert William, 

San Francisco 
Raitt, Albert Edward, Bakersfield 
Rector, Elijah William, 

San Francisco 
Reiner, Donald Eugene, Berkeley 
Reiner, Ralph Everett, 

Fort McDowell, Angel Island Univ. of California 
Reinhardt, William Oscar, Santa Ana....Univ. of California 
Richards, Victor, San Francisco Stanford Univ. 
Robbins, Wilfred Theodore, Davis.. Univ. of California 
Roberts, Thomas Haynes, 

San Francisco Washington Univ., Mo. 
Rose, William David, San Francisco.....State Univ. of Iowa 
Rosenberg, Eric Ernest, San Francisco.. Univ. of California 
Rosenberger, Homer Gladstone, Jr., 

Whittier 
Rosser, Bernard Howard, 

Los Angeles 
Rudee, William Jen, San Mateo... 
Ruiz, Joseph Francis, San Jose 
Russell, Carroll Arnold, 

San Francisco 
Salvater, Max Lawrence, 

Sacramento. 

Saunders, John Bertrand (M. B.), 

San Francisco. Univ. of Edinburgh, Scotland 
Savage, James Roberts, San Francisco. Stanford Univ. 
Schilt, Clarence Humbert, 

Los Angeles 
Seeley, John R., Fresno 
Sergis, Mooshy, Keyes 
Shaffer, Robert Nesbit, San Francisco. Stanford Univ. 
Shank, Lawton Ely, San Diego Indiana Univ. 
Sherertz, Richard Charles, San Francisco...Stanford Univ. 
Sherman, Allen Hyman, San Francisco..Univ. of California 
Sherman, George Fairchild, 

San Francisco 
Shulte, William Kenneth, 

Oakland 
Shuman, John Williams, Jr., 

Los Angeles... sae 


School 


Coll. of Med. Evangelists 
..Univ. of California 

Stanford Univ. 
..Univ. of So. California 


Penn. 
Stanford Univ. 


Coll. of Med. Evangelists 
Univ. of Vienna, Austria 


McGill Univ., Canada 
Univ. of Nebraska 


McGill Univ., Canada 
Univ. of California 


Stanford Univ. 

Univ. of So. California 
Stanford Univ. 
Creighton Univ., Nebr. 
McGill Univ., Canada 


Marquette Univ., Wis. 


Coll. of Med. Evangelists 
Univ, of Oregon 
Univ. of California 


Univ. of California 
Univ. of Louisville, Ky. 


..Washington Univ., Mo. 


Siemens, John Cornelius, 
San Francisco... 


Silverstein, Joreme ‘Lioya, ‘man Francisco... Stanford Univ. 


..Univ. of California 


Simon, Stanley John, Los Angeles.................Stanford Univ. 
Smith, Joseph George, San Francisco......Univ. of California 
Smith, William Weber, Los Angeles.............Stanford Univ. 
Stanton, Frank Everett, Jr., 

Long Beach 
Stephens, Stuart Barclay, Alameda 
Stewart, Arthur Oren, 

North Hollywood 
Stocker, Howard Oscar, 

Frankfort, Indiana..........................Coll. of Med. Evangelists 
Talbot, John Coleman, San Francisco....Univ. of California 
Tat, Russell Joseph, San Francisco Univ, of Oregon 
Tavares, Clement Adams, 

Willits Coll. of Med, Evangelists 
Terwilliger, Calvin King, Salinas.....................Stanford Univ. 
Thompson, George Newton, Jr., 

Washington, D. C 
Traub, Leo Milton, San Francisco 
Vaught, John Lester, Firebaugh 
Wachtel, Michael, 

San Francisco Ludwig Maximilian Univ., 
Westdahl, Philip Robert, San Francisco.....Stanford Univ. 
Whitsell, Leon Jefferson, San Francisco.....Stanford Univ. 
Wilkinson, William Henry, San Francisco...Stanford Univ. 
Willett, Forrest Munroe, San Francisco Stanford Univ. 
Wipperman, Rudolph Paul, 

Patton 


Univ. of So. California 
Stanford Univ. 


Coll. of Med, Evangelists 


Univ. of So. California 
Stanford Univ. 
Creighton Univ., Nebr. 


Germany 


. of Med. Evangelists 
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Name School 


Wood, Walter James, Beaumont...........0......... Univ. of Oregon 
Wright, Thomas Franklin, 


Los Angeles Coll. of Med. Evangelists 
Wyborney, Eugene Henry, Monrovia Univ. of Oregon 
Yellin, Daniel, San Francisco.....................Univ. of California 
Ziegelstein, Julius, 


San Francisco Univ. of Hamburg JUermany 


INCOMES OF PHYSICIANS* 


The average physician, according to a study by the Com- 
mittee on the Costs of Medical Care, sent out bills in 1929 
amounting to $11,200. He collected $9,020; paid out $3,716 
for overhead and professional expenses; had a net income 
left of $5,304. That is, for every dollar’s worth of his 
services which he sold, he received for his own personal 
use 48 cents. 

So far, so good. A net income of $5,304 a year is a 
living wage, even for persons who have to spend seven to 
ten years getting ready to earn it and several more years 
waiting for the public to find out that they are ready. The 
joker in the medical-income pack is not the average income. 
It is the remarkably large number of physicians who never 
get within signaling distance of the average income. The 
big majority of doctors are in about the same fix as the 
big majority of citizens of Dearborn, Michigan. The aver- 
age income of the people of that town is fine because the 
Ford family lives there. 


THOUSANDS ARE UNDERPAID 


Half of the 145,000 physicians in the country in 1929 (the 
$5,304 average year) had net incomes under $3,800. Thirty 
of every hundred had less than $2,500. Fifteen in every 
hundred had less than $1,500. The average income of phy- 
sicians in 1929 was higher than that of dentists or teachers 
in colleges, but there was a larger proportion of physicians 


who earned low incomes (under $2,000) than there was 
among dentists, college teachers, mechanical engineers, and 
professional and scientific workers in government service. 

The prosperous group was correspondingly small. 
Among private practitioners, 5 per cent got nearly 25 per 
cent of the entire net income. Less than one-fifth of all 
physicians got half of the total net income received by all 
physicians put together. Fifty per cent of all physicians 
got less than one-fifth of the entire income of their pro- 
fession. 

HIT BY DEPRESSION 


Physicians’ incomes fell off, of course, during the de- 
pression. From $5,304 in 1929, the average net income 
dropped, according to a United States Commerce Depart- 
ment Survey, to $3,088 in 1933. This was the low year. 
By 1936, it had climbed back to $4,484. In California, one 
of our comparatively wealthy states, one-third of all phy- 
sicians in 1933 had a net income of less than $2,000 and 
half had less than $2,700. 

Salaried physicians’ incomes have been more even- 
tempered. Few salaried. physicians have high incomes, the 
majority have modest but stable incomes, and a much 
smaller proportion receive low incomes than was the case 
among general practitioners in private practice in 1929. 

A physician has to live and rear a family on a profes- 
sional man’s standard, and to do this with less than $2,500 
a year means hard going. 


RURAL DOCTORS HAVE SMALL INCOMES 


Who were the 42,500 physicians that in 1929 earned net 
incomes of less than $2,500? Of course, a certain pro- 
portion were young physicians just getting under way. 
3ut a considerable number were mature men. Many were 
doctors in rural areas. In fact, half of all the physicians 
who were practicing in farming communities in 1929 had 
net incomes under $2,500. 


* By Constance Kent. 
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Most of the low-income physicians, wherever they lived, 
were general practitioners, for there is a sharp contrast 
between the finances of general practitioners and special- 
ists. The net income of general practitioners in 1929 aver- 
aged only $3,900, whereas doctors who were specializing 
had an average net income of $10,000. 


MANY BILLS ARE NOT PAID 


A doctor generally feels that he earns all he gets, but 
he knows that he never gets all he earns. On the average, 
physicians collect only 80 per cent of the bills they send 
their patients. And the average does not tell the sad part 
of the story, because the doctors with highest incomes show 
the highest percentage of collections, while, unfortunately, 
those physicians who have the greatest need to be good 
collectors show the poorest results. In 1929, physicians 
who earned $15,000 and over, collected 89 per cent of their 
bills; whereas those who earned small incomes collected 
only about 50 per cent. 

This means that it is easier to collect if you are working 
for the well-to-do than for the poor. In towns of less than 
5,000 population, physicians collected only 78.5 per cent 
of their bills. Physicians in cities of one million or more 
population collected 86 per cent. This does not mean, of 
course, that rural patients are “slackers.” It means that 
there is less money available for medical care in many 
rural districts. 

The “white man’s burden,” for the majority of phy- 
sicians, is threefold. First, high overhead (40 cents of 
every dollar collected). Second, poor collections (approxi- 
mately 20 cents on every dollar billed must be charged to 
“loss”). Third, “free care,” which the fine traditions of 
the medical profession call upon the physician to give. 


PHYSICIANS RENDER PUBLIC SERVICE 


The physician, like the skilled wage-earner, has only time 
and skill to sell. Unlike a mechanic, however, he is as- 
sumed by the public to have time and skill to give away. 
This difference in the public’s attitude is unfair to the phy- 
sician, but is easily understood. For the medical profession 
is not a business. It is by tradition and by the practice of 
the great majority of its members, a public service. And 
people who cannot pay for mechanics can generally con- 
trive to get along. But sick people who cannot get a phy- 
sician’s care may die-—San Jose Union Gazette, July 7. 








Journal Index Reveals Vast Scope of American Medi- 
cal Association Activities—Some conception of the vast 
scope of the work of the American Medical Association 
is contained in the semiannual Index Number (June 24) of 
the Association’s Journal, an editorial in that issue points 
out, saying that: 

It is recommended particularly that readers consult page 
2644 of the index under the heading “American Medical 
Association.” A survey of the material listed will indicate 
the vast scope of the activities of the Association at this 
time. It is in a sense a review of the work for the first six 
months of the year. 

“Few people realize the information to be derived merely 
from turning the pages of an index one by one. For ex- 
ample, the relative amounts of material on page 2646, con- 
cerned with anaphylaxis and allergy and with androgens, 
indicate the extraordinary development of interest in the 
latter subject during the period covered by this volume. 

“No other medical periodical provides in a six months’ 
period the amount of information available through The 
Journal of the American Medical Association. It is with 
pardonable pride that we assert that the physician who 
wants to keep abreast of the scientific, political, economic, 
social, literary, or any other phase of medicine can do so 
by consistent, thorough reading of this publication.” 
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SUGGESTED LOCAL MEDICAL RELIEF 
PROGRAM* 


Formulated by Committee on Poor Relief to 
Assist and Guide County Medical Societies in 
Negotiations with Relief Authorities 


In an effort to assist county medical societies in their 
negotiations with poor relief authorities relative to the 
inauguration of a local medical relief program under the 
provisions of the new State Poor Relief Act, the Com- 
mittee on Poor Relief of the Ohio State Medical Associ- 
ation has formulated the accompanying skeleton outline of 
a suggested local medical relief program. 


Obviously, the program offered is merely suggestive. 
No county medical society is obligated to accept it in whole 
or in part. It may be modified or expanded. If the sug- 
gested program is believed to be unworkable or impracti- 
cable in the light of local conditions, the county medical 
society should disregard it and formulate a program of its 
own liking. 

The program suggested is believed to be adaptable to 
the average county. It may be used as the basis for nego- 
tiations with either county or city relief authorities or both. 
It is designed primarily to provide medical care for those 
receiving poor relief as defined in House Bill 675, known 
as the State Relief Act. However, with certain revisions, 
it could be used as the basis for a medical program for 
others receiving forms of public assistance, such as aid for 
aged, aid for dependent children, aid through WPA, etc. 

Please note that the committee’s suggested program does 
not specify the fees which should be paid to attending phy- 
sicians. The fee schedule should be determined by each 
county medical society, taking into consideration local con- 
ditions and the fees charged in private practice. 


The committee has tried to keep suggestions relative to 
routine procedure at a minimum. Elaboration of some of 
the administrative procedure might be undertaken. 


County medical societies should bear in mind that poor 
relief funds are limited. It will take a reasonable amount 
of money to make the suggested or any other medical relief 
program function properly. This fact should be empha- 
sized to relief authorities. But physicians should be made 
to realize that the program will fail if abuses on the part 
of relief clients or physicians are tolerated. Available 
funds will be rapidly depleted if physicians overcharge or 
render unnecessary or excessive services. 

The Medical Advisory Committee, which is recom- 
mended, is an important factor in the program. The per- 
sonnel of that committee should be men of experience, 
judgment, and courage. It can play an important part in 
checking abuses if it will function effectively. 

Your committee believes that the program it has sug- 
gested is fair and reasonable from the standpoint of relief 
authorities as well as the medical profession. It suggests 
that each county medical society give the recommendations 
of the committee careful study and use them as the basis 
for negotiations with relief authorities if such recommen- 
dations meet with the approval of its membership. 


If the enclosure is used by a county medical society, it 
should be retyped with the proper insertions and should 
be presented to relief authorities as a communication from 
the county medical society. Then conferences for the pur- 
pose of discussing the recommendations and arriving at an 
agreement should be held. 


CoMMITTEE ON Poor RELIEF, 
Ohio State Medical Association. 
(Continued in Front Advertising Section, Page 28) 


* Editor’s Note.—This circular and its appended form is 
given place in CALIFORNIA AND WESTERN MEDICINE because 
it may have suggestive value to county medical societies 
when similar set-ups are under consideration in their re- 
spective districts. 
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SAN DIEGO COUNTY HOSPITAL: RULES 
OF ADMISSION 
1. Residence. 


A.—State. Patient must be a bona fide resident of the 
State of California: 

1. A bona fide resident for this purpose is one who has 
lived continuously in the state for a period of three years 
with the intent to make it his home. 

2. Who, during the three-year period aforementioned, 
has not received any public or private relief or support 
from friends, charitable organizations, or relatives other 
than legally responsible relatives ; but time spent in a public 
institution or on parole therefrom shall not be counted in 
determining the matter of residence in this or another state. 

3. Who has not lost his residence by remaining away 
from this state for an uninterrupted period of one year. 
Absence from the state for labor or other special or tempo- 
rary purposes does not occasion loss of residence. 

B.—County. Patient must be a resident of San Diego 
County : 

1. A person who is a resident of California ... is a 
lawful resident of the county . . . if he has resided therein 
continuously for one year immediately preceding his appli- 
cation for assistance. ... Persons with no such one-year 
county residence in any county will be admitted to the San 
Diego County Hospital if San Diego County is the county 
wherein he was present for the longest time during the 
three-year period of establishment of state residence. Time 
spent in a public institution or on parole therefrom or in 
a private charitable institution shall not in any case be 
counted in determining the matter of county residence. 


C.—Unless specifically provided to the contrary in the 
foregoing, the rules of Section 52 of the Political Code 
shall apply in determining residence: 

1. Section 52. “Every person has, in law, a residence. 
In determining the place of residence the following rules 
are to be observed: 

a. It is the place where one remains when not called 
elsewhere for labor or other special or temporary purpose. 
and to which he returns in seasons of repose: 

b. There can only be one residence ; 

c. A residence cannot be lost until another is gained; 

d. The residence of the father during his life, and after 
his death the residence of the mother, while she remains 
unmarried, is the residence of the unmarried minor child; 

e. The residence of the husband is the residence of the 
wife; 

f. The residence of an unmarried minor who has a parent 
living cannot be changed by either his own act or that of 
his guardian. (See note.) 

g. The residence can be changed only by the union of 
act and intent. 

(1) The legal guardian of a child who is eligible to, or 
receiving aid to dependent children, can change the resi- 
dence of the child. 

(2) Child declared free from custody of parents is a 
resident of the county from which the court order was 
issued. 

2. Indigency. 

A.—Definition : 

The word “indigent” includes: (1) A dependent poor 
person with no income, or (2) a person eligible to and re- 
ceiving public relief, or (3) a person in need of hospital 
care with insufficient means to pay for his maintenance in 
a private hospital. 

1. Insufficient means. 

a. Minimum budget: 

The accepted minimum budget covering the necessities 


of life is $60 for the wage-earner and $10 for each de- 
pendent. 


(Continued in Front Advertising Section, Page 31) 
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TRAINING OF OPTOMETRISTS* 


To the Editor: 


Optometrists have received some attention in the editorial 
column of the Journal of the Connecticut State Medical 
Society.:2 Further data is available to explain the general 
disapproval of the majority of physicians for optometry. 
Superficial consideration of this grave problem may have 
led certain individuals to be more lenient in their attitude 
toward optometry than the facts warrant. A brief survey 
of the situation, from the standpoint of the educational 
standards of optometrists, should be of value to all inter- 
ested in this problem. 

Before we consider the optometrist’s qualifications, let 
us admit that optometrists are practicing medicine, so far 
as concerns the eyes. They deal with an organ whose loss 
from whatsoever cause becomes a serious handicap. They 
are in the business of improving the eyesight. They are 
called “doctor” and many people think they have the medical 
background which their title implies. Optometrists should 
be classed among other cultists, who attempt to practice 
the healing arts, including preventive medicine, but who 
have insufficient medical training. The logical classification 
for the optometrist is as a technician, similar to the x-ray, 
or laboratory technician. For the visual safety of the 



















































TRAINING 
OF OPTOMETRISTS 


Graph: Shows number of years of training per thousand 


for optometrists. Taken from figures compiled by C. W. 
Rucker, M. D., “Fitters of Spectacles,” Bulletin Hennepin 
County Medical Society, Minneapolis, May 25, 1936 


general public the work of optometrists should be under 
the direction of ophthalmologists. 

Optometrists are playing a far more important role in 
the treatment of eye conditions today than their abilities 
warrant. Organized optometry has taken advantage of 
every opportunity to advance the members of its groups. 
Financially powerful, optometry is now the most potent 
cult with which medicine has to contend. The ideals of 
optometrists, as a group, do not have anything in keeping 
with the Hippocratic Oath. It has been said that optome- 
trists are interested only in the sale of merchandise. 

For nonmedical appraisals of optometry, all physicians 
should be acquainted with the article by R. W. Riis, “Op- 
tometry on Trial.” Another illuminating article was writ- 
ten for the the book “America Now.”* The latest and best 
(Continued in Back Advertising Section, Page 38) 


iene the Journal of the Connecticut State Medical 
Society. 

1 Optometry and Ophthalmology, Editorial, Jour. Conn. 
State Med. Soc., p. 299 (June), 1939. 

2 Wies, F. A., M. D.: A Dissenting Opinion on Optome- 
trists, Jour. Conn. State Med. Soc., p. 435 (August), 1939. 
__3 Riis, R. W.: Optometry on Trial, Readers Digest, pp. 
‘7-85 (August), 1937. 

4 Optometrists, Edited by H. E. Stearns, ‘‘America Now,” 
pp. 419-421. Literary Guild of America, New York City. 
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REGISTERED DISPENSING OPTICIANS: 
A NEW CALIFORNIA LAW 


Of interest to physicians who specialize in ophthalmology 
should be the new law enacted at the recent legislative 
session, which provides for the registration of opticians. 
This law, submitted at Sacramento as Assembly Bill 916, 
and regulating the business of dispensing opticians, was 
signed by Governor Culbert L. Olson on July 25, 1939. 
Every dispensing optical establishment engaged in the busi- 
ness of filling prescriptions for oculists is now required to 
have a license; administration of the law is placed in the 
hands of the Medical Board. 

The law as enacted was sponsored by the California As- 
sociation of Dispensing Opticians with the acquiescence of 
the Western Optical Wholesalers’ Association. The law 
was passed by both Houses of the Legislature without a 
single dissenting vote. It brings to a successful close a 
matter which was of the gravest concern to dispensing 
opticians and oculists. Prior to the enactment of the law 
the contention was made that the services of dispensing 
opticians in filling prescriptions for oculists could only be 
performed by licensed optometrists. 

Great credit for the passage of the measure is unques- 
tionably due to the medical profession of the State of Cali- 
fornia. It was their vigorous support of the legislation, 
and in particular the efforts of certain members who gave 
unstintingly of their time, that assured passage of the law 
by convincing the Legislature and the Governor of the 
equity and need for the new measure. 


t 
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The law as enacted reads as follows: 
Section 1. Chapter 5.5, comprising Sections 2250 to 
2558, inclusive, is hereby added to Division II of the Busi- 
ness and Professions Code, to read as follows: 


CHAPTER 5.5. REGISTERED DISPENSING OPTICIANS 
Article I. General Provisions E 

2550. Individuals and firms filling prescriptions of phy- 
sicians and surgeons licensed by the Board of Medical 
Examiners for ophthalmic lenses and kindred products, 
and, as incidental to the filling of such prescriptions, taking 
facial measurements and fitting and adjusting lenses or 
frames, shall be known as dispensing opticians and shall 
not engage in such business unless registered with the 
Board of Medical Examiners. 

2551. Individuals and firms engaged in such business on 
the effective date of this act shall apply for such regis- 
tration within ninety days from the effective date hereof. 
Thereafter, before engaging in such business, application 
shall be made for registration. Application for such regis- 
tration shall be on forms prescribed by the board, shall 
bear the signature of the individual, or individuals if a 
copartnership, or the president or secretary if a corpo- 
ration, and shall contain the name under which he, they or 
it proposes to do business and the business address. Sepa- 
rate applications shall be made for each place of business 
and each application must be accompanied by a registration 
fee of $25. 

2552. Each application, to enable the Board to determine 


if the applicant is entitled to be registered under this 
chapter, shall contain: 


(a) The name and experience of each person who will 
take facial measurements and fit and adjust lenses or 
frames. Each such person shall have a minimum of two 
years’ previous experience in the taking of facial measure- 
ments and the fitting and adjusting of lenses and frames. 

(b) The recommendation of three physicians and sur- 
geons licensed by the Board of Medical Examiners who 
specialize in the treatment of the eyes as part of their prac- 
tice that the applicant is competent and qualified to accu- 
rately fill prescriptions for ophthalmic lenses. 

(Continued in Back Advertising Section, Page 40) 
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NURSING PRACTICE ACT—1939* 
State of California 
Department of Professional and Vocational Standards 
Board of Nurse Examiners 


(copy) 


Nursing Practice Act 
Signed by the Governor July 17, 1939 
Became a law September 19, 1939 


An act to repeal Chapter 6, comprising Sections 2700 to 
2784, inclusive, of Division II, and to add Chapter 6, 
comprising Sections 2700 to 2830, inclusive, to Di- 
vision II, of the Business and Professions Code, re- 
lating to the practice of professional nursing, nursing 
schools, and students in schools of nursing. 


The people of the State of California do enact as follows: 


Section 1. Chapter 6, comprising Sections 2700 to 2784, 
inclusive, of Division II of the Business and Professions 
Code is hereby repealed. 


Sec. 2. Chapter 6, comprising Sections 2700 to 2830, 
inclusive, is hereby added to Division II of the Business 
and Professions Code, to read as follows: 


CHAPTER 6. NURSING 
Article 1. 


2700. This chapter of the Business and Professions 
Code constitutes the chapter on professional nursing and 
shall be construed as revisory and amendatory of the laws 
heretofore enacted. It may be cited as the Nursing Practice 
Act. 


2701. There is hereby created in Division I of the De- 
partment of Professional and Vocational Standards, a 
Board of Nurse Examiners of the State of California, 
consisting of five members. 

Within the meaning of this chapter, board, or the board, 
refers to the Board of Nurse Examiners of the State of 
California. 


2702. Each member of the board shall be a citizen of 
the United States, a resident of the State of California, a 
licensed professional nurse under the provisions of this 
chapter, shall have had at least seven years’ experience in 
the active practice of his profession, and shall have been 
actually engaged in active practice within two years of his 
appointment. At least four members of the board shall 
have had not less than five years’ experience as a teacher 
or administrator in an accredited school of nursing or in 
a public health nursing organization. 

No person may serve as a member of the board for more 
than two consecutive terms. 


2703. Members of the board shall be appointed by the 
Governor for a term of four years. The terms of the mem- 
bers of the board first appointed under this chapter shall 
expire as follows: one on January 15, 1941; one on Janu- 
ary 15, 1942; one on January 15, 1943; two on January 15, 
1944. Vacancies occurring shall be filled by appointment 
for the unexpired term in the manner hereinabove provided. 

2704. The Governor shall exercise his right of appoint- 
ment within sixty days from the date a vacancy occurs or 
a member’s term expires, and when not so exercised the 
board by a majority vote of its remaining members may 
appoint a person to fill the vacancy. 

2705. Before entering upon the duties of his office, each 


member of the board shall take the constitutional oath of 
office. 


Administration 


2706. The Governor has the power to remove any mem- 
ber of the board from office for neglect of any duty re- 
quired by law, or for incompetency, or unprofessional or 
dishonorable conduct. 


* Printed in California State Printing Office, Sacramento: 
George H. Moore, State Printer. Job No. 75856. 


Vol. 51, No. 4 


2707. The board at its first meeting after appointment, 
and annually thereafter at its first meeting in each year, 
shall elect from its members a president, vice-president, 
and such other officers as it may deem necessary. The offi- 
cers of the board shall hold their respective positions during 
its pleasure. 

2708. The board shall select an executive secretary, who 
shall perform such duties as are delegated by the board 
and who shall be responsible to it for the accomplishment 
of such duties. 

The person selected to be the executive secretary of the 
board shall be a duly licensed nurse under the provisions 
of this chapter and shall have had not less than seven years 
of active nursing practice, of which not less than two years 
shall have been in an administrative or teaching capacity 
in an accredited school of nursing or public health service. 
The executive secretary shall not be a member of the 
board. 

With the approval of the Director of Finance, the board 
shall fix the salary of the executive secretary. 

The executive secretary shall be entitled to traveling and 
other necessary expenses in the performance of his duties. 
He shall make a statement, certified before some duly 
authorized person, that the expenses have been actually 
incurred. 

2709. The board, for the purpose of transacting its 
business, shall meet at least once every three months, at 
times and places it designates by resolution. 

2710. Special meetings may be held at such times as the 
board may elect, or on the call of the president of the board, 
or of not less than three members thereof. 

A written notice of the time, place and object of any 
special meeting shall be mailed by the executive secretary 
to all members of the board who are not parties to the call, 
at least fifteen days before the day of the meeting. 

2711. Meetings may be held at any time and place by 
the written consent of all members of the board. 

2712. Three members of the board constitute a quorum 
for the transaction of business at any meeting. 

2713. The board shall keep a record of all its proceed- 
ings, including a register of all applicants for licenses under 


this chapter and the action of the board upon each appli- 
cation. 


2714. The office of the board shall be in the city of 
Sacramento. Suboffices may be established in Los Angeles 
and San Francisco and such records as may be necessary 
may be transferred temporarily to them. Legal proceed- 
ings against the board may be instituted in any county in 
which any of the three cities above mentioned is located. 


2715. The board shall prosecute all persons guilty of 
violating the provisions of this chapter. 

It may employ inspectors, special agents, investigators, 
and such clerical assistance as it may deem necessary to 
carry into effect the provisions of this chapter. The board 
may fix the compensation to be paid for such services and 
may incur such other expenses as it may deem necessary. 

The board shall have and use a seal bearing the name 
“Board of Nurse Examiners of the State of California” 
and may from time to time adopt such rules and regu- 
lations as may be necessary to enable it to carry into effect 
the provisions of this chapter. 


2716. Each member of the board shall be paid the sum 
of ten dollars per diem for each and every day actually 
spent in the discharge of official duties, and shall be further 
entitled to his actual travel and other necessary expenses 
incurred in the performance of his duties. 

Each member of the board shall make a statement, certi- 
fied before some duly authorized person, that the service 


has been actually performed and the expenses actually 
incurred. 


2717. On or before the first day of January of each 
year the board shall transmit to the Governor a full and 
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true report of all its proceedings, together with a report 
of all its receipts and disbursements. 

2718. An advisory council, to be known as the advisory 
council to the Board of Nurse Examiners of the State of 
California, is hereby created. The advisory council shall 
be composed of two persons who are members of and shall 
represent the California State Medical Association, one 
person who is a member of and shall represent the As- 
sociation of California Hospitals, one person who is a 
member of and shall represent the Western Conference 
of Catholic Hospital Associations, one person who is a 
member of and shall represent the California League of 
Nursing Education, one person who is a member of and 
shall represent the California Organization for Public 
Health Nursing, one person who is a member of and shall 
represent the California State Nurses’ Association, one per- 
son who as [is] a member of and shall represent the Cali- 
fornia State Education Association, all of whom shall be 
appointed to serve for a period of three years by the Board 
of Nurse Examiners in the manner hereinafter provided, 
the Director, State Department of Public Health, who 
shall be a member ex officio, and three lay members, repre- 
senting the public, who shall be appointed by the Governor 
of the State of California to serve for a term of three 
years. 

Within thirty days after this act goes into effect, and 
thereafter within thirty days after any vacancy occurs, each 
of the above-mentioned organizations whose members may 
be qualified to fill the vacancy and/or vacancies then exist- 
ing, shall submit to the Board of Nurse Examiners the 
names of persons qualified to represent it on said advisory 
council, from which said list the board shall make its ap- 
pointments. The list or lists so submitted shall each con- 
tain not less than twice the number of names of qualified 
persons as there shall be vacancies existing. 

2719. The advisory council shall organize by the elec- 
tion of a president, vice-president, and secretary, and shall 
meet at least twice each year and at other times on the call 
of the president or the written demand of any five mem- 
bers. It shall be the duty of the council to advise with the 
Board of Nurse Examiners concerning any and all matters 
coming within the purview of this chapter and the enforce- 
ment thereof, which in the opinion of the Board of Nurse 
Examiners and/or the advisory council shall be deemed 
necessary and/or expedient. 

2720. The members of the advisory council shall re- 
ceive no compensation, but shall receive the actual and 


necessary expenses incurred by them in the performance 
of their duties. 


Article 2. Scope of Regulation 


2725. The practice of nursing within the meaning of 
this chapter is the performing of professional services 
requiring technical skills and specific knowledge based on 
the principles of scientific medicine, such as are acquired 
by means of a prescribed course in an accredited school 
of nursing as defined herein, and practiced in conjunction 
with curative or preventive medicine as prescribed by a 
licensed physician and the application of such nursing pro- 
cedures as involve understanding cause and effect in order 
to safeguard life and health of a patient and others. 

A professional nurse, within the meaning of this chapter, 
is a person who has met all the legal requirements for 
licensing as a registered nurse in the State and who for 
compensation or personal profit engages in nursing as the 
same is hereinabove defined. 


2726. This chapter confers no authority to practice 
medicine or surgery or to undertake the prevention, treat- 
ment or cure of disease, pain, injury, deformity, or mental 
or physical condition in violation of any provision of law. 

2727. This chapter does not prohibit : 

(a) Gratuitous nursing of the sick by friends or mem- 
bers of the family. 
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(b) Incidental care of the sick by domestic servants or 
by persons primarily employed as housekeepers as long as 
they do not practice nursing within the meaning of this 
chapter. 

(c) Domestic administration of family remedies by any 
person. 

(d) Nursing services in case of an emergency. 

(e) The performance by any person of such duties as 
are required in the physical care of a patient and/or carry- 
ing out medical orders prescribed by a licensed physician ; 
provided, such person shall not in any way assume to prac- 
tice as a professional, registered, graduate or trained nurse. 

2728. If adequate medical and nursing supervision by 
a professional nurse or nurses is provided, nursing service 
may be given by attendants in institutions under the juris- 
diction of or subject to visitation by the State Department 
of Public Health or the State Department of Institutions. 

The Director of Institutions shall determine what shall 
constitute adequate medical and nursing supervision in any 
institutions under the jurisdiction of the State Department 
of Institutions. 

2729. Nursing services may be rendered by a student 
enrolled in an accredited school of nursing when these 
services are incidental to his course of study, and may be 
rendered by a graduate of such school working under its 
supervision pending the results of the first licensing exami- 
nation scheduled by the board following his graduation, if 
this examination is taken by him. 

2730. If he does not represent or hold himself out as 


a professional nurse licensed to practice in this State and 
if he has an engagement, made in another state or country, 
requiring him to accompany and care for a patient tempo- 
rarily residing in this State during the period of such 
engagement, a nurse legally qualified by another state or 
country may give nursing care to such patient in this State. 
This chapter does not prohibit nursing or the 


2731. 
care of the sick, with or without compensation or personal 
profit, when done by the adherents of and in connection 
with the practice of the religious tenets of any well- 
recognized church or denomination, so long as they do not 
otherwise engage in the practice of nursing. 

2732. No person shall practice nursing as the same is 
herein defined without a license issued under this chapter 
except as in this act provided. 

Every licensee may be known as a registered nurse and 
may place the letters “R. N.” after his name. 

2733. The board upon written application and receipt 
of the required registration fee may issue a license without 
examination to any applicant who has been duly licensed 
or registered as a nurse under the laws of another state or 
foreign country, and who, in the opinion of the board, 
meets all the other requirements set forth in Section 2736. 

Upon the filing of an application and the payment of the 
fee as in the previous paragraph provided, the board, in its 
discretion, upon the request of the applicant and upon pay- 
ment of an additional fee of two dollars, may issue to said 
applicant a temporary license to engage in the practice of 
nursing for a period of not more than four weeks from 
date of issuance. Not more than one temporary license 
may be issued to the same individual during any twelve- 
month period. 

2734. Any person who has heretofore graduated from 
an accredited school of nursing and who at the time this 
chapter takes effect has been engaged in the practice of 
nursing in this State for not less than five years and who 
is a resident of this State shall be eligible to take the ex- 
amination for a license. 

He shall file an application in such form as may be pre- 
scribed by the board, together with the affidavit of two or 
more licensed physicians, setting forth the times, places, 
and extent of his services and the period of his residence 
in this State, and shall pay the fee prescribed by this chapter 
for the filing of an application. 
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2735. Any person who at the time this act takes effect 
has received a certificate as a registered nurse issued by 
the Bureau of Registration of Nurses or the Department 
of Public Health, upon making application therefor on 
such form as shall be prescribed by said board and the pay- 
ment of the renewal fee hereinafter provided, shall be 
granted a license without examination. Every registered 
nurse who fails to make application for a license prior to 
March 1, 1940, may be required to take and pass a written 
or oral examination at the discretion of the board. 

2736. An applicant shall comply with each of the fol- 
lowing : 

(a) Be at least twenty-one years of age. 

(b) Be a citizen of the United States or have declared 
his intention to become a citizen of the United States. 

(c) Have successfully completed at least an approved 
high school course of study or the equivalent thereof as 
determined by the board, and such other preliminary re- 
quirements as the board may prescribe. 

(d) Have successfully completed the prescribed course 
of study in an accredited school of nursing or have gradu- 
ated from a school which, in the opinion of the board, main- 
tains and gives a course which is equivalent to the minimum 
requirements of the board for an accredited school in this 
State. 

(e) Have committed no act, which, if committed by a 
licensee, would be a ground for disciplinary action. 

2737. An applicant for a license authorizing him to 
practice nursing in this State under this chapter, upon the 
filing of his application shall pay the fee required by this 
chapter. 

2738. The board shall hold not less than two exami- 
nations each year for applicants desirous of practicing 
nursing in this State, at such times and places as the board 
may determine. 

2739. Not less than two months prior to the date of 
each examination, the board shall cause a notice thereof to 
be published in two or more newspapers of general circu- 
lation, and one nursing journal, all published within the 
State of California and selected by the board. 

2740. Examinations shall be written, but in the dis- 
cretion of the board may be supplemented by an oral or 
practical examination in such subjects as the board deter- 
mines. All examinations shall be conducted by such persons 
and in such manner and under such rules and regulations 
as the board may prescribe. 

The board shall finally pass or reject all applicants. Its 
actions shall be final and conclusive and not subject to 
review by any court or other authority. 

2741. Any applicant who fails to pass the examination 
by the board may take another examination without pay- 
ment of an additional fee, if not less than six nor more 
than twelve months have elapsed from the date he took the 
first examination. 

Upon the failure of an applicant to pass the second ex- 
amination, the board may require him to complete additional 
courses or study designated by it. Before taking any subse- 
quent examination he shall present to the board satisfac- 
tory evidence of having completed such additional courses 
or study, and shall pay an additional fee equal to the fee 
prescribed by this chapter for the filing of an original 
application. 

2742. The board shall issue a license to each applicant 
who passes the examination. The form of the license shall 
be determined by the board. 

2743. A license issued to a person not a citizen of the 
United States, but who has declared his intention of be- 
coming a citizen, shall terminate and become void at the 
end of seven years from the date of filing such declaration 
of intention if such person has not then become a citizen. 
A license so terminated may be reissued by the board at 
any time thereafter upon evidence of citizenship and an 
explanation of the delay satisfactory to the board. 
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2744. The board, in its discretion, may permit any per- 
son who has successfully completed his course of study in 
an accredited school of nursing in California, but who is 
not a citizen of this country or has not declared his intention 
to become a citizen of the United States, to apply for and 
upon payment of the fees herein prescribed to take the 
examination given to applicants for a license to practice 
nursing. The board shall report to each person permitted 
to take the examination whether or not he has attained a 
passing grade. No license, however, may be issued to such 
person. In the event that such person thereafter files his 
intention to become a citizen of the United States, he must 
be successfully reéxamined before being licensed to prac- 
tice nursing in this State. 

2745. Nothing in this chapter shall apply to any nurse 
employed in the public health service or by any agency, 
bureau or division of the Federal Government while in the 
discharge of his official duties, nor to any nurse employed 
by the United States Government or any bureau, division 
or agency thereof, in any hospital wholly maintained and 
supported by it in the State of California while in the dis- 
charge of his duties in such institution. 


Article 3. Disciplinary Proceedings 

2750. Every licensee may be disciplined as provided in 
this article. 

2751. No disciplinary action shall be taken against any 
licensee until the board follows the procedure provided in 
this article. 

2752. On the filing at any office of the board of a sworn 
complaint charging a person with having been guilty of 
any of the actions specified as a ground for disciplinary 
action, the executive secretary of the board shall forthwith 
issue a citation in the name of the board. 

The executive secretary of the board shall file a sworn 
complaint when directed by the board to do so, or of his 
own volition. 

All citations shall be made returnable at any regular or 
special session of the board occurring at least thirty days 
next after the filing of the complaint. 

2753. The citation shall notify the person accused of 
the charges made in the complaint, when and where the 
charges will be heard and that he shall file his verified 
written answer within twenty days next after the service 
on him of the citation or that default will be taken against 
him and he will be placed on probation, his license sus- 
pended or revoked, or other action taken. 

2754. The attendance of witnesses and the production 
of books, papers, and documents at the hearing may be com- 
pelled by subpoenas issued by the executive secretary in the 
name of the board. The citations and subpoenas shall be 
served in accordance with law. All the provisions of law 
relating to subpoenas and to citations are applicable to the 
subpoenas and citations provided for in this article. 

2755. If any person refuses to obey a subpoena or 
citation, the executive secretary shall certify the fact to 
the superior court of the county in which the service was 
made. The court shall thereupon proceed to hear the matter 
in accordance with the laws concerning contempt for dis- 
obedience of process of the court and, if the court finds 
that the subpoena or citation has been legally served and 
that the party so served has wilfully disobeyed it, the court 
shall proceed as provided for a contempt of court. 


2756. In all proceedings under this chapter, depositions 
of witnesses may be taken as in civil cases, and all the pro- 
visions of law concerning the taking of depositions are 
applicable to the taking of depositions under this chapter. 


2757. If the person accused fails to file his verified 
answer with the executive secretary within twenty days 
after service of the citation on him, or within such further 
time as the board may allow, and the charges on their face 
are deemed sufficient by the board, a default shall be entered 
against him and disciplinary action taken. 
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2758. If the charges on their face are deemed sufficient 
by the board and issue is joined by the answer, the board 
shall determine the matter and to that end shall hear such 
evidence as may be adduced before it. 

In the conduct of disciplinary hearings, the board is not 
bound by the common law or statutory rules of evidence 
or procedure, but may make inquiry in a manner, through 
oral and written testimony, which is best calculated to 
ascertain the substantial rights of the person accused and 
the public. 

If it appears to the satisfaction of the board that the 
person accused is guilty as charged, disciplinary action shall 
be taken. 


2759. The board shall discipline the holder of any 
license, whose default has been entered or who has been 
heard by the board and found guilty, by any of the follow- 
ing methods: 

(a) Suspending judgment. 

(b) Placing him upon probation. 

(c) Suspending his right to practice nursing for a period 
not exceeding one year. 

(d) Revoking his license. 

(e) Taking such other action in relation to disciplining 
him as the board in its discretion may deem proper. 


2760. If the holder of a license is suspended, he shall 
not be entitled to practice nursing during the term of sus- 
pension. 

Upon the expiration of the term of suspension, he shall 
be reinstated by the board and shall be entitled to resume 
his practice of nursing unless it is established to the satis- 
faction of the board that he has practiced nursing in this 
State during the term of suspension. In this event, the 
board shall revoke his license. 


2761. The board shall take disciplinary action against 
a licensed nurse or an applicant for a license for: 

(a) Unprofessional conduct. 

(b) Procuring his certificate by fraud, misrepresenta- 
tion, or mistake. 

(c) Procuring, or aiding, or abetting, or attempting, or 
agreeing, or offering to procure or assist at a criminal 
abortion. 

(d) Violating or attempting to violate, directly or in- 
directly, or assisting in or abetting the violating of, or con- 
spiring to violate any provision or term of this chapter. 

(e) Making or giving any false statement or infor- 
mation in connection with the application for issuance of 
a license. 

(f) Conviction of a felony or of any offense involving 
moral turpitude, in which event the record of the conviction 
shall be conclusive evidence thereof. 

(g) Insanity, in which event the record of the adjudi- 
cation, order or commitment of insanity shall be conclusive 
evidence thereof. 

(h) Impersonating any applicant or acting as proxy for 
an applicant in any examination required under this chapter 
for the issuance of a license. 

(i) Impersonating another licensed practitioner, or per- 
mitting or allowing another person to use his certificate 
for the purpose of nursing the sick or afflicted. 

(j) Habitual intemperance or addiction to the excessive 
use of cocain, opium, marijuana, morphin, codein, alpha 
eucaine, beta eucaine, or chloral hydrates, or any of the 
salts, derivatives or compounds of the foregoing substances. 

(k) Aiding or assisting, or agreeing to aid or assist any 
person or persons, whether a licensed physician or not, in 
the performance of or arranging for a violation of any of 
the provisions of Article 13, Chapter 5, Division II of 
this code. 

Article 4. Nursing Schools 

2785. The board shall prepare and maintain a list of 

accredited schools of nursing in this State whose graduates, 
(Continued in Back Advertising Section, Page 44) 


SPECIAL ARTICLES 


TRAINED ATTENDANT ACT 
(copy) 
Trained Attendant Act 
[Act approved May 5, 1919; Statutes 1919, p. 242] 

An act to add Chapter 10, comprising Sections 4500 to 
4551, inclusive, to Division II and to add Section 30007 
to Division XXX of the Business and Professions 
Code, relating to the care of the sick or afflicted by 
trained attendants and repealing acts and parts of acts 
specified herein. 

[Approved by the Governor on June 17, A. D. 1937] 

The people of the State of California do enact as follows: 

Section 1. Chapter 10, comprising Sections 4500 to 4551, 
inclusive, is hereby added to Division II of the Business 
and Professions Code to read as follows: 


Cuapter 10. TRAINED ATTENDANTS 
Article 1. 


4500. Within the meaning of this chapter, department, 
unless otherwise specified, means the State Department of 
Public Health. 

4501. The department may: 

(a) Issue certificates to applicants to care for the sick 
as trained attendants. 

(b) Formulate and issue rules and regulations from 
time to time as may be necessary for the proper conduct 
of the care of the sick by a trained attendant. 

(c) Establish centers of training for trained attendants. 

(d) Prescribe the course of instruction and length 
thereof. 

(e) Provide for an examination before a certificate may 
be issued. 


Administration 


Article 2. Regulations 


4515. Any person applying for the certificate as trained 
attendant shall be at least eighteen years of age and of 
good moral character. 

4516. He shall have had not less than one year’s practi- 
cal experience in the care of the sick in a reputable hospital 
or sanatorium, connected with a school for trained attend- 
ants, and systematic instruction in the following subjects: 
anatomy and physiology ; hygiene ; diet for the sick; nurs- 
ing care of the sick, including children and the aged; and 
obstetrics. 

4517. All applicants for certificates as trained attend- 
ants shall be required to pass an examination. The exami- 
nation shall be practical in character and designed to ascer- 
tain the applicant’s fitness to practice his calling. 

4518. It shall be conducted by a committee of three 
examiners appointed by the department and under such 
rules and regulations as the department may prescribe. It 
shall be held at least every six months, and due notice of 
the examination shall be published in not less than three 
daily papers of the State. 

4519. The subjects on which applicants shall be ex- 
amined are elementary anatomy and physiology ; hygiene; 
diet for the sick; nursing methods in the care of the sick, 
including children and aged people ; and obstetrics. The de- 
partment shall issue a certificate to each applicant success- 
fully passing this examination. 

4520. All persons who have received certificates in 
accordance with the provisions of this chapter shall be 
known and styled as trained attendants and may use the 
words “trained attendant” after their names. 


Article 3. Revocation of Certificates 


4530. The department may revoke a certificate issued 
to any person for gross incompetency, dishonesty, addiction 
to the use of alcohol or narcotic drugs, or for any habit 
rendering him unsafe or unfit to care for the sick. Before 
revocation, notice of the charges shall be sent to the de- 
fendant with opportunity to appear in his own defense. 
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TWENTY-FIVE YEARS AGO?* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XII, No. 10, October, 1914 
From Some Editorial Notes: 


Real Help—A member who contemplated the purchase 
of an x-ray outfit notified the JouRNAL office of his inten- 
tion to make such a purchase, and asked if it would be any 
help to us if he were assisted in this matter by some of our 
advertisers. It certainly was. It is just this sort of personal 
interest and codperation that will make your JouRNAL a 
larger and a better publication. If all of our members would 
follow this example and purchase what they want through 
our advertisers, or at least take an interest in them and get 
them to see that advertising means real friendly relations, it 
would help the JouRNAL tremendously. All of our adver- 
tisers are reliable and their products are good; why not help 
yourself by establishing relations with them? In the first 
month after running the advertisement of the Uncle Sam 
Breakfast Food, which is a genuine article of merit, packed 
and advertised in ways that have been carefully scrutinized 
and approved by the Council on Pharmacy and Chemistry 
of the American Medical Association, only eight requests 
for sample packages were received. This is certainly not 
the hearty codperation which a concern is entitled to if it 
goes to the trouble and expense of changing its packages, 
labels and literature to conform to professional standards. 
Will you not fill in the coupon you will find attached to their 
ad and send it in? Take a little interest in the people who 
are taking enough interest in you to spend their money with 
you, and so help your JourNAL to be what it is and to grow. 
Incidentally,—but, of course, you are not interested in 
this,—in many instances you will actually save money by 
trading with your own advertisers ! 


v 7 7 


Council Meeting —A meeting of the Council of the State 
Society was held on September 12, at which meeting nine 
of the twelve Councilors, and the President and Secretary 
were present. In view of the fact that the American Medi- 
cal Association is to meet in San Francisco in June, and 
that a considerable number of members had requested that 
the annual meeting of the State Society be dispensed with in 
April, 1915, because of the other and larger meeting in 
June, the Secretary was instructed to take a mail ballot of 
the House of Delegates to determine whether the meeting 
of the State Society should be omitted and things go along 
as they are until April, 1916. 


v 7 7 


Medical Defense ——Owing to the fact that friction has 
developed on several occasions (when members, sued for 
alleged malpractice, held insurance policies in some com- 
pany), between the attorneys for the company and the at- 
torney for the Society, the following action was taken: The 
Secretary was instructed to notify any member who might 
be sued and who is insured in some company, that it will be 
necessary for him to choose which agency he will elect to 
defend his interests, and the reasons for this ; and further to 
notify him that the attorney for the Society will watch the 
conduct of the case and if necessary or desirable will advise 
with or codperate with the attorney for the company. The 
object is not to avoid doing any of this work for our mem- 
bers, but to see that the work is done in the best and most 
business-like way ; every member’s interests will be watched 
and guarded without fail... . 

(Continued in Front Advertising Section, Page 18) 

7 This column strives to mirror the work and aims of 

colleagues who bore the brunt of Association activities some 


twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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News 


“Two San Francisco physicians were arrested today on 
felony charges by agents of the State Division of Narcotics. 
Warrants, issued by Municipal Judge Peter J. Mullins at 
the request of Special Agents Leo Rice and Marshall Bur- 
nett, charged Dr. Percy McMurdo, 57, with one count 
of sale of narcotics and two counts of furnishing nar- 
cotics to an addict, and Dr. Clarence Griffith Potter, 47, 
with two counts of sale and count of possession of narcotics. 
The physicians were released on $500 bail each... .” (San 
Francisco News, September 1, 1939.) 


“A chiropractic initiative measure, scheduled for sub- 
mission to the people at the November 7 special election, 
brought charges of collusion and ‘stacking the deck’ today 
from Frank V. Kington, Redwood City attorney. King- 
ton charged there has been collusion between individuals 
named by Lieutenant-Governor Ellis E. Patterson to write 
arguments for and against the measure. Patterson recently 
appointed Dr. Stanley Innes, San Jose; Dr. George E. 
Swanson, Berkeley, and Dr. W. F. Morris, Oakland, to 
write official arguments in favor of the proposition. He 
named Mrs. Elsie James and Mrs. Mildred S. Potts, both 
of Berkeley, to write the opposing arguments, Kington 
charged that he has proof Mrs. Potts is a friend of Doctor 
Morris, whom he accused of helping the women prepare 
their argument. A report from the bureau of criminal iden- 
tification said both favorable and opposing arguments had 
been written on the same type of stationery and the same 
typewriter. The secretary of state’s office has deferred 
printing the arguments pending a decision by Patterson.” 
(San Francisco Examiner, August 23, 1939.) 


“Lieutenant Governor Ellis Patterson today requested 
writers of opposing arguments to the amendment to the 
State chiropractic act to withdraw, and named three other 
persons to replace them. The women, Mrs. Mildred S. Pitts 
[Potts] and Mrs. Elsie James, both of Berkeley, were ac- 
cused of collusion with writers of arguments favorable to 
the amendment to offer weak arguments, in a protest filed 
with the Secretary of State, by Frank Kington, on behalf of 
the Chiropractic League of California. The new appointees 
are Dr. Roy G. Labachotte, Redwood City; Dr. T. F. Rat- 
ledge, Los Angeles, and Dr. L. H. McLellan, San Jose. 
The arguments are to appear in the voters’ pamphlet dis- 
tributed by the State.” (Oakland Tribune, August 25, 
1939.) 


“Chiropractors favoring the enactment of new legislation 
in their field on November 7 yesterday filed an injunction 
suit in the local Superior Court to prevent Secretary of 
State Frank Jordan from mailing their opponent’s argu- 
ment against the proposed chiropractic amendment to all 
voters with sample ballots. Particularly attacked in the 
suit filed by George Swanson of Oakland is the contention 
in the argument that the new amendment would permit 
chiropractors to deliver babies. Such an argument is un- 
true, Swanson’s suit contends. .. .” (San Francisco E-r- 
aminer, September 6, 1939.) 
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